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HE OBSERVATION of dermatoses in military personnel, espe- 

cially combat soldiers, offers an unparalleled opportunity for study 
of possible psychosomatic factors. Army life differs from that prevailing 
in civilian communities by the frequency and intensity of situations that 
lead to basic conflicts. The rigidity of the environment does not permit 
modifications so necessary for the continued functioning of persons with 
borderline psychoneurotic or psychopathic personalities, while the replace- 
ment of the protection of familial or domestic life by an impersonal 
domination leads to frequent conflicts with authority. Moreover, the 
threat of combat to the basic instinct of self preservation results fre- 
quently in a permanent conflict, which can be solved only by the removal 
of a soldier from the threat of death or injury. In many instances a 
soldier solves his problem by the development of psychosomatic diseases, 
the cure of which is obtained only with extraordinary difficulty, because 
of an active desire to remain sick. The direct threat to life and the 
reaction of a person to authority far overshadow subservient instincts, 
and, while conflicts in the sexual and other spheres do occur, they are 
less common, 

Consequently, it is to be expected that there will be a great increase 
in the number of patients with psychosomatic cutaneous disorders and 
that the working out of their nature will be greatly simplified by the 
intensity of the precipitating stimuli. And this is exactly what does 
occur. During a two year tour of duty in the European Theater of 
Operations about 100 patients with psychosomatic dermatoses were 
seen. Prior to D day psychosomatic disease made up but 3 per cent 
of the total. Subsequent to that date the proportion increased to 10 per 
cent. Of equal significance and indicative of the chronic, treatment- 
resistant nature of this type of illness, was the fact that 25 per cent of 
all patients returned to the Zone of the Interior as presenting failures 
in treatment had a psychosomatic type of dermatosis. Following V-E 


*Dr. Cormia formerly served as Captain in the Medical Corps, Army of 
the United States. 
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day the number dropped precipitously, but it is significant that in the 
days of uncertainty incident to redeployment a gradual increase was 
again noted. The present paper is a study of this group of patients, 
with a critical analysis of the diagnostic and therapeutic value of the 
various methods of approach to the problem. 


GENERAL CONSIDERATIONS 


The present status of the understanding of the underlying mechanisms 
and psychodynamics of psychosomatic dermatoses is still little iess than 
chaotic. It has been aptly compared by Rogerson to “an unconsummated 
marriage between a ghost and its integument.” ' There are persons who 
express a healthy skepticism of the concept of neurogenic dermatitis." 
Sulzberger * considered that nervousness in the presence of a dermatosis 
could be incidental or be produced by the same factor but that in the 
majority of instances it was the result of pruritus, insomnia or worry 
over the possibility of disfigurement or of conjoint economic problems. 
Other authors,* on the contrary, have insisted that psychic factors are 
important in from 5 to 15 per cént of patients with dermatoses and have 
written extensively to prove their point. While this controversy has 
been in progress, a good deal of work has been done on the intermediar\ 
physiopathologic mechanisms present in “psychogenic” dermatoses. 
Specifically, Grant and his associates * have shown that urticaria can 
be provoked through cholinergic, efferent peripheral nerves, and van de 
Erve and Becker * have studied the functional state of the skin in patients 
with neurodermatoses. In a patient with convulsions complicated by 


1. Forman, L.; Watt, A.; Wittkower, E., and others: Unpublished material 
read at the Annual Meeting of the British Association of Dermatology and Syphi- 
lology, July 6-7, 1945. 

la. O’Leary, P., in discussion on van de Erve and Becker.5 Goldsmith, W. N.: 
Significance and Treatment of Itching, Practitioner 142:36, 1939. Peck, S. M., in 
discussion on Lynch, Hinckley and Cowan.11 

2. Sulzberger, M. B.: Dermatologic Allergy, Springfield, Ill., Charles C 
Thomas, Publisher, 1940. 

3. (a) Stokes, J. H., and Beerman, H.: Psychosomatic Correlations in Allergic 
Conditions: A Review of Problems and Literature, Psychosom. Med. 2:438, 1940. 
(b) Klauder, J. V.: Psychogenic Aspects of Skin Diseases, J. Nerv. & Ment. Dis. 
84:249, 1936. (c) Kreibick, C.: Neurodermatitis und Neurodermie, Arch. f. 
Dermat. u. Syph. 152:672, 1926. (d) Becker, S. W., and Obermayer, M. E.: 
Modern Dermatology and Syphilology, Philadelphia, J. B. Lippincott Company, 
1940. (e) Rogerson, C. H.: Psychological Factors in Skin Disease, Practitioner 
142:17, 1939. 

4. Grant, R. T.; Pearson, R. S. B., and Comeau, W. J.: Observations on 
Urticaria Provoked by Emotion, by Exercise and by Warming the Body, Clin. Sc. 
2:253, 1936. 

5. van de Erve, J. M., and Becker, S. W.: Functional Studies in Patients with 
Neurodermatoses, J. A. M. A. 105:1098 (Oct. 5) 1935. 
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urticaria, I was able to reproduce the cutaneous lesions without the 
convulsions by using electrical stimulation through the leads of the 
electroencephalograph, so placed that the maximum current passed 
through the thalamus. Interesting as these and related observations 
are for the verification of the neurogenic origin of a dermatosis, they 
can be of little aid in the management of the individual case, which in 
the last analysis is due to psychic trauma and conflict. Furthermore, 
the eradication of symptoms by forcible means, i. e., the injection technic 
for pruritus ani or the neutralizing of cholinergic effects in the skin, 
may rob the patient of a means of solving conflict without removing the 
basic underlying cause. In a personally observed case, arrest of intract- 
able pruritus ani by the injection technic resulted in the development of 
a severe psychoneurosis. More recently, the studies of Dunbar ® have 
stimulated research on the correlation of psychogenic dermatoses and 
personality types.’ While this modern scientific tendency to pigeon- 
holing and classification has undoubted merit, it too has but limited 
applicability in analysis of individual cases. It does not identify the 
basic factors producing conflict and can be utilized only in conjunction 
with more fundamental methods of study, to be presently discussed. 


FUNDAMENTAL RELATIONS BETWEEN THE PSYCHE, 
SOMA AND SKIN 


As the eye is the mirror of the soul, so may the skin reflect the 
psychosomatic personality and its struggles with life. Conflict and ten- 
sion are produced, and they may be partially relieved by the development 
of somatic symptoms. These symptoms are an expression of and a 
defense against conflict. The factors responsible for organ selection, 
however, are but imperfectly understood. Why, for example, should 
some patients with hysteria become paralyzed in an extremity or suffer 
from loss of vision, while dermatitis factitia develops in others? Or 
why should an acute anxiety manifest itself in some instances as an 
anxiety neurosis and in others as severe urticaria? In an attempt to 
explain these inconsistencies, Weiss and English * spoke of “organ lan- 
guage” by which a mute (repressed) patient expresses himself. A 
patient with neurotic vomiting is trying to “relieve himself” of a per- 
sonally nauseating or intolerable situation; one with hysterical blind- 
ness in shutting out unwelcome sights. 


6. Dunbar, F.: Psychosomatic Diagnoses, New York, Paul B. Hoeber, Inc., 
1943. 

7. (a) MacKenna, R. M. B.: Psychosomatic Factors in Cutaneous Diseases, 
Lancet 2:679, 1944. (b) Forman and associates.! 

8. Weiss, E., and English, O. S.: Psychosomatic Medicine, Philadelphia, 
W. B. Saunders Company, 1943, p. 10. 
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The symbolism of symptoms is nowhere better shown than in the 
skin. It is expressed both in the type and in the localization of the 
dermatosis. The skin has the power of expressing many bodily emotions, 
including those of worry (picking), anxiety (pruritus and sweating), 
fear and anger (urticaria), guilt and shame (blushing and rosacea), 
hostility, masochism and eroticism (dermatitis factitia) and sexual 
pleasure (cutaneous masturbation). <A patient with urticaria may be 
“bursting the bonds” of restraint (case 11); pruritus and excoriation 
may represent a martyr-like expression of a desire to “scratch” a disagree- 
able environment,® while severe dyshidrosis may reveal an unconscious 
protest against using the hands for an irksome or fearful duty.”* Sim- 
ilarly, a patient with rosacea is branded with the permanent guilty 
flush of self consciousness and social anxiety.° A victim of factitial 
dermatitis (case 13) openly expresses his hate, social resentment and 
antisocial (destructive) tendencies and at the same time exhibits in 
obvious fashion his demands for attention and sympathy (narcissism, 
or self love). 


A person also attempts, by the localization of his dermatosis, to 
point out the portion of his environment with which he is coming in 
conflict and at the same time to make even more clear the essential 
nature of the conflict. A patient with generalized pruritus is resentful 
against his entire environment (case 14), pruritus involving the genital 


region may be due to sexual conflict (case 3) and pruritus ani may be 
symbolic of a latent homosexual tendency (case 12). Alopecia areata 
of the scalp is symbolic of a hole in the head and as such may express 
inadequacy. This is well shown in the following case: 


Case 1.—A sergeant aged 24 had always been a shy, seclusive person, unable 
to mix well with people or to make friends easily. He had had heavy responsi- 
bilities for the preceding nine months and found his job “nerve wracking,” with 
constant trouble with subordinates, clash of personalities, sensitivity to adverse 
criticism and a feeling of inadequacy. Three months later his hair began to 
fall out in large patches. More recently, an anxiety reaction, moods of depression 
and beginning paranoid trends developed. The personality was schizoid in type. 


The potentially complex symbolism of localization may be illustrated 
by brief reference to 3 cases: 


Case 2—A patient aged 28 was a masochistic person of strict Catholic 
upbringing, a failure in social as well as domestic life. The presence of a frigid, 
aggressive wife led to conflict in the sexual sphere. Sexual tension and concealed 
hostility to society were relieved by excoriation of the legs, with the eventual 
production of typical dermatitis factitia.1° The localization on the legs was in 


9. Klaber, R., and Wittkower, E.: Pathogenesis of Rosacea: Review with 
Special Reference to Emotional Factors, Brit. J. Dermat. 51:501, 1939. 

10. Cormia, F. E., and Slight, D.: Psychogenic Factors in Dermatoses, Canad. 
M. A. J. 33:527, 1935. 
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part symbolic of an element of shame and guilt “to put the trouble as far away 
from consciousness (the head) as was possible.” 


Case 3.—A patient aged 25 was a young woman with an intermittent, pruritic, 
eczematoid dermatitis of the vulva. The dermatitis was active only during periods 
of sexual repression, and its nature was understood clearly by the patient. 
Specifically, the localization was frankly symbolic of the sexual nature of the 
conflict. 


Case 4.—The patient was a young woman of 25 years with an acute pruritic, 
eczematoid dermatitis involving the face, neck, upper part of the chest and flexor 
surfaces of the upper extremities. The patient was immature and frigid sexually 
because of an excessive, lifelong mother attachment. The dermatitis began 
mildly with her engagement to a forthright Scotsman; it became extensive and 
severe on the day of her marriage, and it resulted in a prolonged hospitalization. 
In this patient the localization was in the “blush” area; as such it symbolized 
the guilt, fear and shame which accompanied the imminency of the physical 
consummation of marriage. 


The psyche unconsciously selects any convenient locus minoris 
resistentiae for the cutaneous expression of internal conflict. This point 
is illustrated in cases 5 and 6. 


Case 5.—A private aged 19 had eleven months of Army service and one month 
of combat, following which he was hospitalized because of a gunshot wound in the 
left hand. The wound healed in a month’s time, but he was then seen because of 
“skin trouble.” Examination disclosed a mild atopic dermatitis which showed no 
evidence of activity or increase in tissue irritability incident to combat. Scattered 
over the body, however, was a mild chronic psoriasis, the lesions of which were 
extensively excoriated (fig. 1). Further questioning then revealed that the patient 
had chronic epigastric distress and recurring headaches. Symptoms of acute 
anxiety had developed while he was in combat. It can be readily seen that the 
patient utilized the nontroublesome benign psoriasis (by excoriations) to call 
attention to his underlying anxiety and fear of combat, which by social taboo 
could not be expressed in the conventional manner. 


Case 6.—An Italian-American sergeant aged 27 had three and a half years of 
training as a combat machine gunner in the Zone of the Interior. He was then 
sent overseas, but after four weeks of combat he was hospitalized because of a 
chronic mild swelling of the posterior aspect of the foot and ankle and a secondary 
pyoderma. On admission there were a few nodular and plaquelike lesions, with 
some evidence of a clearing infection. In addition, three fresh, irregularly outlined 
lesions, obviously self induced, were present. The patient complained of severe 
pruritus. The past history disclosed that both parents had severe psychoneurosis. 
The patient had been nervous and excitable and had gastric distress for years. 
More recently he had become irritable, depressed and asocial. Tremulousness 
and gross anxiety became clinically manifest while he was in combat. Before 
and during this period mild swelling of one foot had developed. This became 
secondarily infected through pruritus and excoriation, which were regarded as an 
unconscious attempt to remain ill and escape unpleasant reality (combat duty). 


Conflict and nervous tension may be reflected in the skin as an 
increased tissue irritability and excitability. This is nowhere better 
exemplified than in patients with atopic dermatitis (disseminate neuro- 
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dermatitis ), which has received full attention in the writings of Stokes,°* 
becker,’ Rogerson,** Lynch and his associates and many others. ° A 
basic personality type has been described, and many patients have been 
greatly improved by psychotherapy. In some persons, however, the 
influence of psychogenic factors is not so obvious. The following case, 
therefore, will bear presenting, for the relationship of cause and effect 
was overwhelmingly conclusive. 

















Figure 1 Figure 2 
Fig. 1 (case 5).—Neurotic excoriations in a patient with psoriasis. 
Fig. 2 (case 6).—Neurotic excoriations and chronic pyoderma. 


Case 7.—A private aged 24 was bothered with severe atopic dermatitis for 
seven years. During the three years prior to induction he had lived in Colorado 
and had little or no trouble. Because of the pressure of-public opinion he 
concealed knowledge of his dermatosis and enlisted. The dermatitis became 
mildly active while he was in basic training and became progressively severe 


11. Lynch, F. W.; Hinckley, R. G., and Cowan, D. W.: Psychosomatic 
Studies in Dermatology: Psychobiologic Studies of Patients with Atopic Eczema 
(Disseminated Neurodermatitis), Arch. Dermat. & Syph. 51:251 (April) 1945. 
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while en route to a theater of war. An acute, severe exacerbation supervened 
while he was in a replacement center behind the lines. On receiving orders to 
join a front line unit, there developed—and for the first time in his life—severe, 
acute bronchial asthma. 


Increased tissue irritability on the basis of conflict not only may be 
the predominant or sole factor in the production of a dermatitis but 
may also predispose to the development of dermatoses from other causes 
or aggravate them when present. I reported a case of contact dermatitis 
ircm a menstrual pad, with clinical manifestations occurring only during 
periods of severe nervous tension.’* The combined effect of mycotic 


sensitization and nervous tension are shown in case 8. 


Case 8.—A captain aged 33 had been bothered with mild dermatophytosis of the 
feet for two years. An occasional single vesicle had been noted on the lateral 
aspects of the fingers during warm weather (tendency to dermatophytid). News 
was received that a promotion in rank, long forthcoming, had been denied. Within 
one-half hour, and without other precipitating cause, an acute vesicular der- 
matophytid was noted over the fingers of both hands. 


Patients with seborrheic dermatitis complicated by an excessive 
amount of pruritus and eczematization are frequently tormented by 
deep-seated social conflicts. Severe nervous tension in combat per- 
sonnel has resulted in the eczematization of several patients with 
pitvriasis rosea ; in some instances even tinea versicolor has been accom- 
panied with intractable pruritus. 


TYPES OF PSYCHOSOMATIC DERMATOSES 


It seems advisable to present a detailed classification of psychosomatic 
dermatosis, first, to enumerate the many conditions which may be due 
io or complicated by psychosomatic factors and, second, to point out 
the complexity with which these factors may operate to produce cuta- 
neous manifestations. It will then be seen that any classification, how- 
ever detailed and systematic it may be, is frequently inadequate and at 
times downright misleading. 


I. Classification of psychosomatic dermatoses 

A. Disturbances in vascular permeability and control 
1, Dermographism 
2. Urticaria 
3. Component in various dermatoses (e. g., rosacea or acute neurodermatitis of 

blush areas) 

B. Disturbances in nerve innervation 

1, Paresthesias 


(a) Acarophobia ; 
(b) Burning tongue, penis or scrotum 


2. Anesthesias (some cases of dermatitis factitia) 
3. Pruritus 


(a) As sole manifestation by 
(b) Complicated by acute eczematoid dermatitis 
(c) Complicated by lichen simplex chronicus 


4. Hyperhidrosis (and symmetric erythema of feet) 


12. Cormia, F. E.: Contact Dermatitis from Menstrual Pad, J. A. M. A. 
107:429 (Aug. 8) 1936. 
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C. Increased tissue irritability and excitability (multiple etiologic factors) 


1. Atopic dermatitis (disseminated neurodermatitis) 

2. Seborrheic dermatitis (with excessive pruritus and eczematization) 

3. Pompholyx (dyshidrosis); some cases 

4. Miscellaneous cutaneous diseases: pityriasis rosea, psoriasis, tinea versicolor, 
impetigo and other conditions 

5. Increased susceptibility to contact and other types of sensitization dermatitis 


D. Self-inflicted lesions 
1, Neurotic excoriations of incidental cutaneous diseases (impetigo, acne, psoriasis 
and other eruptions) 
2. Dermatitis factitia 
3. Trichotillomania 


E. Disorders of uncertain nosologic status 


1. Lichen planus 
2. Alopecia areata 


Dermographism and urticaria may be purely psychosomatic mani- 
festations (case 10), yet the disturbances in vascular permeability are 
intermediary mechanisms of a process originating in the nervous sys- 
em and having its end point in the liberation of histamine-like sub- 
stances.* In other instances, both sensitization and psychosomatic 
factors may be present (case 11). The multiple, if somewhat contro- 
versial, background of rosacea,!* in which the psychogenic type of 
permanent flushing is but a part, is well known. Acute eczematous 
neurodermatitis, illustrated by case 4, presented features of the first four 
groups of the classification: the lesions were in the blush areas, severe 
itching was present, increased tissue irritability was manifested by the 
€czematous changes and secondary excoriations were to be seen. 


Most dermatoses of psychogenic origin are accompanied with severe 
intractable pruritus. The itching may be the sole manifestation 
(case 14) ; if long continued, however, and if a makeshift social adjust- 
ment has been made to the underlying conflict, it is complicated ordi- 
narily by lichen simplex chronicus. On the contrary, when the 
precipitating stimulus is more intense and a solution to the underlying 
conflict cannot be found, an eczematous neurodermatitis may super- 
vene (case 4). Some patients with eczematous neurodermatitis have 
been sorely plagued by social conflicts over a period of years. In this 
group are included the narcissistic persons described by MacKenna and 
by Miller ™ and properly classified as psychopathic personalities. This 
type is exemplified by case 9. 

Case 9.—A private aged 28 had a deep-seated paternal conflict acquired in 
childhood. Hatred of the father was expressed by a frankly expressed hostility 
and aggression directed against society (symbolized paternal authority). The 
patient was immature, egotistical and argumentative; he was a trouble maker and 
a social misfit. He had two and one-half years of service in the armored infantry, 
but after two months of combat duty he was hospitalized because of the present 
condition. When first seen he had completed nearly a year of almost continuous 


hospitalization. The present trouble began at the age of 10, with severe, generalized 
eczematoid dermatitis, followed by a chronic eczematoid dermatitis of the calves, 


13. Stokes, J. H.: Fundamentals of Medical Dermatology, ed. 7, Philadelphia, 
Department of Dermatology Book Fund, 1942. 
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which had persisted to the present time. The eruption was characterized by an 
oozing, excoriated dermatitis confined to a large plaque on each calf. The affected 
areas were covered with Unna’s boots, and the dermatitis cleared completely in a 
ten day period. The patient was warned against excoriating the areas but frankly 
refused to stop scratching and predicted the early return of the eruption, regardless 
of the type or success of therapy. The lesions recurred in all severity after the 
removal of the protective dressings, as a result of repeated excoriations. Failure 
of the therapy was due to the patient’s antisocial and narcissistic traits, which 
could not be altered by superficial psychotherapy. 


Pruritic eczematoid neurodermatitis has been seen in conjunction 
with independent areas of lichen simplex chronicus (Vidal) and at 
times with dermographism and urticaria. It should be mentioned, in 
passing, that pruritus is an inconstant feature of self-inflicted lesions. 
Its presence or absence depends iargely on the preponderance of uncon- 
scious or conscious motivation in the individual case. 

The underlying increased tissue irritability, which is an integral 
ccmponent of the eczematous neurodermatoses, atopic dermatitis and 
some instances of seborrheic dermatitis, may be present also, as stated, 
in many miscellaneous diseases. This is well shown in patients with 
psoriasis. As MacKenna has emphasized," exacerbations and progres- 
sion of psoriasis associated with inordinately severe subjective symp- 
toms may be due to “the cumulative effect of a dominating anxiety.” 
Many such instances have been seen in combat soldiers and in others 
for whom military regimentation had become intolerable. 


CLINICAL APPROACH TO STUDY OF PSYCHOSOMATIC DERMATOSES 


Much of the present confusion regarding the psychogenic origin of 
ccrtain dermatoses has been due to inadequate methods of study. The 
essential criteria for the study of this important group are but few. In 
the first place, the method must be adaptable for use by dermatologists. 
Secondly, it must not be too time consuming. Lastly, it must uncover 
tlie etiologic factors and obtain cures or rehabilitation in a sizable pro- 
portion of cases. 

Routine Dermatologic Approach.—The initial function of a derma- 
tologist is the determination of the correct diagnosis. The most impor- 
tant diagnostic criterion is that the symptoms are disproportionally 
greater than the objective signs of disease. Any patient with “idio- 
pathic” pruritus, either localized or generalized, should be clinically 
suspected. As before stated, psychogenic dermatoses may begin with- 
out obvious cause. In many instances, however, there is a history 
of antecedent trauma or of a benign, ordinarily self-limited dermatosis, 
such as impetigo. Patients with ill defined dermatitis, especially when 
lichenification is present, should be carefully investigated. Neurotic 
excoriations and factitial lesions are, of course, of obvious significance. 
When a psychogenic origin is suspected, an attempt should be made 
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to elicit a causal relationship between any severe conflict and the 
development of the dermatologic complaint. The adequacy of routine 
management is illustrated by the following case: 

Case 10.—A Mexican-American private, aged 27, sustained a superficial wound 
in action after three years of service and one month of combat. The wound 
healed rapidly, and he was then sent to the rehabilitation section prior to reassign- 
ment to a combat unit. Five days later acute severe urticaria developed without 
obvious physical cause. Routine questioning disclosed gross evidence of acute 
anxiety, and he was openly fearful of returning to combat. A diagnosis of acute 
anxiety state with urticaria was made, and he was reclassified for return to the 
Zone of the Interior. To observe a possible sedating effect, he was told that he 
was being sent home. Within ten seconds there was a dramatic involution of the 
lesions. Arrest became permanent after a few minor recurrences during the next 
two days. No symptomatic treatment was administered. 


Dermatologic management of psychosomatic dermatoses is common 
sense management, as stressed by Michelson.'* The use of bland, symp- 
tomatic therapy, combined with a kindly, sympathetic attitude of the 
physician and the establishment of a good rapport, may serve as a 
psychologic crutch while a patient works out the solution to his con- 
dicts. All too frequently, however, this type of therapy helps to con- 
vince a patient of the physical nature of his complaints, and he makes 
the rounds of the physicians, finally as a chronic invalid with a fixed 
psychosomatic dermatosis. 

Dermatologic-Psychiatric Approach.—Recent investigators have 
adopted a combined dermatologic-psychiatric approach to the study of 
psychosomatic dermatoses. This method has undoubted value, espe- 
cially when a patient exhibits trends of a psychoneurotic or psychopathic 
personality. After initial dermatologic studies, an evaluation of the 
neuropsychiatric status is made, following which the psychiatrist 
atiempts to identify underlying conflicts and to equate them to the chief 
complaint. The value of this method is illustrated in case 11. 

Case 11.—Routine History—A patient aged 27 years had two and one-fourth 
years of Army service, with three weeks of actual combat prior to fracture of the 
thigh as a result of a shrapnel wound. Intramuscular penicillin therapy was 
given for nine days because of secondary sepsis, following which time severe 
urticaria and angioneurotic edema supervened. Routine physical examination dis- 
closed only the presenting condition and the injured thigh. Penicillin therapy 
was then stopped, but the urticaria persisted over a four week period. Patch tests 
and intradermal tests with penicillin elicited no reactions, there was no history 
of drug ingestion and no focus of infection could be found. The urticaria recurred 
with all severity one week later, and he was then referred for psychiatric 
investigation. 

Psychiatric History—The patient was an intelligent, pleasant and cooperative 
officer. He was the fifth of seven children and had a happy, uneventful childhood 


14. Michelson, H. E.: Psychosomatic Studies in Dermatology: The Motiva- 
tion of Self-Induced Eruptions, Arch. Dermat. & Syph. 51:245 (April) 1945. 
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life. His mother was a mild, affectionate type, while his father was an aggressive, 
successiul business man who “ruled the home” but was not tyrannical in nature. 
The patient was an honor student until his third year in high school, at which time 
he began to associate with an older group of boys, drank excessively and took an 
inordinate interest in the opposite sex. His schoolwork suffered correspondingly, 
and he failed to complete the grade successfully. He was persuaded against his 
will to try the third year of high school the following year, but he again failed 
and was given a job starting “at the bottom” in his father’s business. He went 
ahead aggressively and worked his way up, and after eight years he was slowly 
buying out his father’s share of the business. There were no conflicts in the 
sexual sphere; he married at 20 years and had a happy domestic life. 

Further questioning disclosed that he always resented following orders blindly 
or submitting to authority per se. His characteristic reaction to authority was 
always one of aggression. His father intended that he should become a lawyer, 
and his schoolwork was modified accordingly (and against his wishes) in the 
third year of high school. The failure to complete the school year may thus be 
explained as a hostile reaction to parental domination. 

His Army life was a series of conflicts with repeatedly successful aggressive 
solutions. He entered as a draftee, soon became a corporal and attended schools in 
motor maintenance, with advancement in view. When none was forthcoming he 
transferred to the air corps and did well as a cadet officer. However, when his 
group’ was transferred to the infantry he controlled his bitter feelings, worked his 
way into officer’s candidate school and graduated as a second lieutenant. He had 
a severe conflict following orders blindly in the Army, developed great resentment 
and had great difficulty in controlling himself. Executing “blind orders” invariably 
produced a feeling of oppression and inward resentment. During the same period 
claustrophobia gradually developed. This began as a feeling of discomfort in class- 
rooms and barracks but slowly progressed to the point of acute anxiety and 
oppression on shipboard, in tanks or in foxholes. 

He was wounded on April 14, 1945, was evacuated, was given anesthesia and was 
put in a cast. He awoke to find himself helpless, rigid and unable to move. He 
was anxious and felt frustrated, “fenced in” and enraged. These symptoms became 
increasingly severe during the next nine days, until finally severe generalized 
urticaria developed, which subsided gradually during a four week period. A full 
hip and leg cast was applied one week later, and the body was immobilized from 
the waist down. The feeling of claustrophobia became greatly intensified, and 
within an hour the urticaria returned with its original intensity. At this time the 
patient was seen by a psychiatrist, and the possible relationship of the emotional 
factors (claustrophobia) and the cutaneous lesions was pointed out. The eruption 
became less pronounced during the day and, after further reassurance, completely 
disappeared after another twenty-four hours. 

In summary, the patient was an overaggressive one in whom claustrophobia 
developed on being “fenced in” by military discipline. Severe urticaria developed 
after he had been in a cast for nine days and had penicillin for a like period. The 
initial reaction had features of developing sensitization to penicillin, but the return 
of the eruption five weeks later, after the patient was immobilized in a cast, indicated 
that the reaction had both a sensitization and a psychosomatic component. 


There are, however, certain disadvantages of this type of manage- 
ment. The first, and probably the most important, is its impracticability. 
Many patients cannot afford the luxury of more than one physician, 
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while others, unconvinced of the psychosomatic nature of their illness, 
refuse psychiatric consultation. Secondly, there are those who lose 
confidence in the dermatologist (because of his request for further con- 
sultation) and consequently lapse from observation, thus presenting a 
failure in treatment. Moreover, it is often difficult for a psychiatrist, 
uninitiated into the vagaries of dermatologic diagnosis, to correlate 
the presenting complaint in a chronologic fashion with the underlying 
etiologic factors. In these circumstances, a diagnosis of “no psychiatric 
disease” may be returned and the chance for cure permanently lost. 
Lastly, adequate diagnosis and therapy may be unobtainable because 
of divergences in personalities of the two physicians and in their approach 
to the problem. When such differences exist, the cooperation of a 
patient is quickly lost and failure of therapy becomes inevitable. 

There are some cases, however, in which deep-seated, basic conflicts 
or gross psychiatric disorders of a serious nature are present. Little 
benefit can be expected in these cases by either the psychosomatic 
approach or the combined dermatologic and routine psychiatric care. 
In this group, fortunately, small, prolonged psychoanalysis, hypnoanal- 
ysis and free association or other specialized technics are mandatory 
procedures. The failure of routine dermatologic-psychiatric therapy 
and the necessity for prolonged analysis are well illustrated by case 12. 

Case 12.—A corporal aged 29 had been bothered with pruritus ani for the 
past six years. He was a lawyer in civilian life and did clerical work in a hospital 
during his two and one-half years of Army service. He had a strong mother 
fixation and, in consequence, showed almost no interest in the opposite sex. He 
never masturbated, and his few sexual experiences, exclusively with prostitutes, 
were prompted by infrequent bouts of drinking and erotic conversation with his 
drinking companions. He felt no drive toward the opposite sex and in general 
preferred male to female companionship. His father was easygoing, but his mother 
was an aggressive, dominating woman, who early in life impressed him with the 
importance of making professional attainments his goal, to the exclusion of 
recreation and “wasting his time with women.” 

His behavior was always compulsive in nature. He graduated from high 
school and then from college with a law degree and a year later with a master’s 
degree. He supported himself during college and during his first year in law 
practice by working nights as a newspaper reporter, an average total of twelve 
to fourteen hours of work daily for some six years. Since being in the Army he 
held a routine clerical position, and frustrations over his inability to advance 
himself and conflicts with his superiors resulted in a notable increase in the 
frequency and severity of the pruritus. 

The pruritus began while he was going to law school and grew slightly worse 
during his one and one-half years of law practice but was more frequent and 
severe during his army service, i. e., the period of greatest frustrations and of 
separation from his mother. The pruritus occurred in attacks lasting three to 
five minutes and appeared every two to three days. He described the attacks as 
beginning with a sensation of warmth around the anus, followed by sudden intense 
itching, which reached a climax after three or four minutes of violent excoriations 
and then rapidly disappeared. The tendency to pruritus had been relieved slightly 
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by symptomatic and roentgenologic therapy, while several interviews with the 
psychiatrist were followed by only moderate improvement. 

It is evident that the pruritus ani in this case was an expression of frustration 
and a defense against inner conflict, both in the work and in the sexual sphere. 
Its pruritic nature was symbolic of resentment against the environment, its 
pattern indicated a masturbating component and relief of sexual tension, while its 
location was in a zone of sexual perversion and therefore symbolized his excessive 
mother needs and the subsequent latent homosexuality. 


Narcohypnosis is another method by which a patient with a psycho- 
somatic dermatosis can be studied. This procedure is a convenient 
short cut and is of especial value in the management of acute disorders 
characterized by conscious block and in the confirmation of the der- 
matologic diagnosis in more chronic dermatoses. The advantages and 
limitations of narcohypnosis are shown in case 13. 


Case 13—A private aged 39 presented for examination typical dermatitis 
factitia of the legs. The eruption began some four years previously and had been 
present intermittently to the date of hospitalization, with crops of new lesions 
appearing every three or four weeks. The lesions consisted of bizarre-shaped 
ulcers, frequently surmounted by hemorrhagic crusts and not surrounded by zones 
of erythema. The eruption was confined to the legs, with the longitudinal axis of 
individual lesions occurring in various planes. There was complete anesthesia to 
pain in the lower extremities. Involution was obtained by covering the involved 
areas with Unna’s boots for ten days, but new ulcerations were present twenty- 
four hours after removal of the protective boots. 


Psychiatric Investigation—No information could be obtained by routine 
psychiatric consultation. The following data were elicited during several sessions 
of narcohypnosis with sodium amytal: The patient had an “unsatisfactory” home life 
(details not elicited) and ran away at the age of 16. At various times he had been a 
beggar, stowaway and in prison. He lived with a group of homosexuals for a year 
and had practiced homosexuality. He then married, but after his wife became preg- 
nant he ran away and rejoined his friends. He enlisted in the Navy, was finally con- 
victed of homosexual acts and was discharged. He was drafted into the Army, where 
he was extremely unhappy and maladjusted. He was a heavy drinker and on one 
occasion attempted suicide. He denied that he had produced the lesions intentionally 
but admitted that he had awakened on many occasions to find blood under his 
finger nails or on the bed clothes. The psychiatric diagnosis was psychopathic 
personality with hysteria. 


After the failure of routine psychiatric study, sufficient information 
was obtained in case 13 by narcohypnosis to establish’a psychiatric 
background for the diagnosis of dermatitis factitia. Similar use was 
made of narcohypnosis in several other cases, in all of which a rough 
linkage between underlying maladjustments and the presenting condi- 
tion could be made. Forman?*® has recently investigated 20 patients 
with excoriated or lichenified dermatitis, pruritus, urticaria and dermo- 


15. Forman, L.: Evipan Used in the Investigation of Some Chronic Derma- 
toses, read at the Annual Meeting of the British Association of Dermatology 
and Syphilology, July 6-7, 1945. 
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graphism, by the use of narcohypnosis with hexobarbitone. With the 
aid of this drug he was able to identify concealed anxiety states, excessive 
maternal attachment, depression, paranoid trends and evidence of 
hysteria. In the present series, however, narcohypnosis was of value 
mainly in patients with hysterical tendencies and conversion symptoms. 
Detailed psychosomatic studies were of greater usefulness in the major- 
ity of cases, for a more exact correlation between basic conflicts and the 
development of the presenting dermatosis could be obtained. Further- 
more, narcohypnosis was found to have definite limitations in the field 
of therapy. Such transference as did occur between a patient and a 
psychiatrist was largely of a negative type, the patient actively resisting 
the attempts of the physician to deprive him of the dermatosomatic solu- 
tion of his conflicts. Consequently, treatment with this modality was oi 
limited value. 


CORRELATION BETWEEN PSYCHOSOMATIC DERMATOSES AND 
PERSONALITY TYPES 


The recent contribution of MacKenna™ has brought into sharp 
perspective the belief that the personality type may influence the form 
assumed by a neurodermatosis. The widely accepted view that hys- 
terical persons are prone to mutilate their skin has been confirmed 
recently by a British group of investigators,t who found that 48 per 
cent of patients with factitial eruptions had a background of hysteria. 


Stokes and his associates,** however, were the first to point out that 
certain dermatoses occurred commonly in patients with a relatively uni- 
form personality configuration but in the absence of psychoneurosis or 
psychiatric disease. In their work on atopic eczema, later confirmed 
by the studies of Rogerson,** Lynch and his co-workers " and others, 
they showed that the “atopic’”’ person was a person of compulsive char- 
acter, hostile, resentful, usually aggressive, egocentric, supersensitive, 
hyperactive and above average in intelligence. Likewise, the views of 
Stokes ** on rosacea have been substantiated by the work of Klaber 
and Wittkower.® Patients with rosacea were found to have conflicts 
in the social or sexual spheres, which, coupled with an abnormally high 
level of self esteem, led to anxiety and subsequent feelings of guilt and, 
shame. 

MacKenna, however, goes so far as to suggest that the personality 
types, which in exaggerated forms would constitute examples of psycho- 
neuroses or psychopathic personalities, may be equated with more or 
less distinctive types of psychosomatic cutaneous disorders. In his 
opinion a hysterical person is subject to dermatitis factitia ; a compulsive- 
obsessional person to diffuse prurigo, lichen simplex chronicus and 
pruritus ani; a person with severe anxiety to rosacea, seborrheic der- 
matitis, pompholyx and lichen planus, and a borderline psychopathic 
personality (narcissism) to exudative dermatitis. His associates and 
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conferes + have made further studies along this line and in a general 
way have confirmed his beliefs, although much overlapping of symp- 
toms and types has been noted. For example, of patients with neuro- 
dermatitis, 42 per cent had anxiety symptoms and 30 per cent evidence 
of hysteria. Forty-six per cent of the patients with seborrheic dermatitis 
showed anxiety and 35 per cent depression. Forty-eight per cent of 
those with dermatitis factitia had hysteria, but another 39 per cent 
showed gross anxiety, while 10 per cent manifested simple depres- 
sion. Forman’s studies? showed no significant correlation except that 
patients with anxiety manifested either lichenification or excoriated der- 
matitis. _Wittkower’s observations on patients with seborrheic deér- 
matitis disclosed both anxiety and obsessional personality features; in 
general, conflicts were with authority, in the sexual sphere or with 
society as a whole. Attempts to identify a uniform personality type in 
patients with psoriasis were unsuccessful. 

In an effort to confirm or disprove the contention of MacKenna, 
personality analyses were made in 40 cases of psychosomatic dermatoses 
and the types correlated with the presenting dermatosis. As would be 
expected, an imperfect correlation did exist, but the exceptions were so 
numerous as almost to disprove the rule. Dermatitis factitia was found 
in patients with anxiety neurosis, psychopathic personalities and various 
types of conversion hysteria. Pruritus occurred in all the main group- 
ings. Neurotic excoriations constituted the only manifestation in which 
there was a constant association, namely, with severe anxiety. A more 
detailed psychosomatic study of individual cases was then made, and 
the basic fallacy of personality studies become apparent. It was found 
that the presenting dermatosis depended not only on the personality 
type of a person in his life setting but also on the nature of the predis- 
posing and precipitating stimuli. For example, a soldier with a long- 
standing tendency to neurasthenia had lichen simplex chronicus as a 
result of prolonged anxiety, but when a strong element of fear was 
added acute generalized urticaria supervened. Or, again, an officer of 
executive rank had an obsessive-compulsive type of personality. An 
oozing scrotal dermatitis developed after an unhappy love affair, a 
generalized pruritus appeared during periods of dissatisfaction with the 
entire environment, while urticaria and dermographism occurred when 
his concealed hostility (anger) became concentrated on insubordinate 
officers. 

It would seem, therefore, tiat personality evaluations, while a useful 
adjunct in diagnosis and therapy, are grossly inadequate in the analysis 
of any given patient. They must be supplemented by other studies. 


The Psychosomatic Approach——A psychosomatic dermatosis is, by 
definition, one which contains both psychic and somatic elements. The 
psychosomatic study of a dermatosis embodies all that is best in routine 
lermatologic and psychiatric care. It first traces the psychic and physical 
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growth of a patient through his life span, influenced by the evolution 
of instinctive drives, on the one hand, and by the general pattern of his 
adjustments to his environment, on the other. A basic personality pat- 
tern is then constructed, and for adequate personality measurement 
dermatologists should familiarize themselves with the common types of 
psychoneuroses and psychopathic personalities. An excellent discussion 
of these conditions has been presented by Weiss and English.* With 
this information as a background, an attempt is made to correlate the 
unset and the development of the present illness with stresses, strains, 
traumatic events and conflicts. Somatic components in the dermatosis 
aie then evaluated. 

To facilitate the appraisal of the patient, the following psychosomatic 
history is submitted. It is a simplified condensation of the psychosomatic 
approach compiled by Dunbar,*® modified by standard psychiatric meth- 
ods and by personal trial and error studies over a period of years. 


I. Psychosomatic history 
A. Brief description of presenting condition and initial impression of patient 
B. Family history 
1. Parents: marital history, personality types, strictness 
2. Siblings: number, chronologic position of patient 
3. Nervous and mental status: breakdowns, psychoneurosis 
4. Allergy and other disease 
. Personal data 
1. Pseudohereditary tendencies (development of symptoms similar to those of parents) 
2. Death of parents in relation to age of patient 
3. Engagements, marriages, divorces 
. Health record 
1. Diseases: reactions to, interest in, attitude to; general physical status 
2. Addictions: tobacco, alcohol, drugs (need for) 
3. Injuries: types and frequency of 
4. Dreams: types and frequency of . 
5. Neurotic traits: early nail biting, thumb sucking, bed wetting, tantrums, lying 
and stealing; late fears, compulsions, tensions 
. General adjustment (to self and to environment) 
1. Self: body and personality 
. Family: infancy, childhood, adolescence, adult life 
. School: progress, interests 
. Social: playmates and friends, religion, hobbies 
Sex: development, adult pattern, necessity of, normality of, conflict to 
expression of, as escape mechanism (correlation with C3) 
Work: necessity for, choice of, satisfaction with, persistance in, income 
. Behavior pattern 
- Compulsive or spontaneous 
. Dominating or submissive 
. Goals: pleasure, ambition or altruism 
. Emotion: cheerful, depressed, unstable, etc. 
. Introversion or extratension (motivating stimuli from within or without) 
. Constricted or dilated (few or many interests) 
. Reaction to authority (how are tension and conflict relieved?) (thinking, 
talking out troubles, substitute activities, active aggression) 
. Preparation of patient for illness 
1, Correlation of prolonged conflicts and life situation prior to onset with type 
of person in his life setting as shown by B, C, D, E and F 
. History of the present illness 
1, Chronologic correlation of stresses, strains, traumatic events and subsequent 
conflicts, with appearance and progression of present condition 
2. Purpose served by symptoms 
(a) Symptoms an expression of and defense against conflict 
(b) The idea of compensation 
(33 Escape from unpleasant duty : 
(d) Centering of attention on inadequate personality 
. Will to get well 
. Reactions to present illness 
(a) Enjoyment, fear, pain and discomfort of 
. Amount of associated neuromuscular tension, dreams 
. Insight into present condition 
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The method of taking the history is of the greatest importance. At 
the unset, a routine dermatologic history already will have been obtained 
and some rapport with the patient established. For the psychosomatic 
history, however, information should never be forced from a patient 
by “hammer and tongs” questioning. It should be recalled that the 
dermatosis is the patient’s defense against conflict. As such, he will 
be exceedingly loath to part with it unless some more normal outlet for 
the conflicts can be substituted. Accordingly, a physician should pro- 
ceed with tact and guile, utilizing free association in casual conversa- 
tion. For more details concerning the method, the reader should refer 


to Dunbar’s “Psychosomatic Diagnoses.” ® 
To illustrate the results which can be obtained with this technic, as 
compared with a routine history, cases 14 and 15 are presented. 


Case 14.—Routine History—A private aged 26 was in the Army two and 
one-half years but was never in a combat unit. The past and family history were 
apparently irrelevant. Generalized pruritus had developed eighteen months previ- 
ously, without obvious cause, and had persisted to the time of consultation. It was 
greatly aggravated by an attack of scabies four and one-half weeks previous to 
consultation. After one week therapy with sulfur was administered for three days, 
and the eruption improved but, because of persistence of itching, a two day course 
of benzyl benzoate was given. On examination there was no evidence of residual 
scabies, but there was a mild treatment dermatitis, with persistent itching which 
was out of proportion to the amount of residual dermatitis. 

Psychosomatic History—The patient was the second youngest child in a family 
of seven. The mother was easygoing and affectionate; the patient was her favorite 
child. The father was dominating, excessively strict and intolerant of human 
foibles. The mother died of diabetes when the patient was 17. He married at 23 
and had a reasonably happy home life with his wife. 

Health Record and General Adjustment—He never had a serious illness. He 
was always a moderately heavy smoker and in civilian life drank somewhat 
excessively “to get away from the daily routine and for lack of something better 
to do.” He fractured his left leg in January 1944. The only neurotic trait was 
nose picking for the past fifteen years. 

He was always closely attached to his mother. This was resented by his father, 
who constantly abused him by his attitudes, actions and physical punishment. 
Following his mother’s death he lived at home for three more years, but with 
constant friction with his father, for whom he lost all admiration because of a 
subsequent marriage. Despite this, he was emotionally disturbed by his father’s 
lack of interest and love for him. He became temporarily out of work at the age 
of 20 and was ejected from home by his father. He then went to live with another 
family, with whom he assumed the role of a son; after two and one-half years he 
married the daughter of the family. The sexual life was normal in its development 
and in its adult pattern. 

He was a high school graduate but never was particularly interested in school, . 
with the exception of a vocational class in printing. He had no intellectual 
ambitions and left school, without regret, at the age of 15. He had worked 
intermittently at odd jobs since the age of 10 and more or less constantly since 
leaving school. He had never been greatly interested in his work and changed 
jobs eight times in seven and a half years. The best weekly wage had been 
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$40; in general he averaged about $20 per week. His social life was rather 
limited; he had many acquaintances but few friends. He had no hobbies, and his 
only outlets were drinking and “the movies.” 


Behavior Pattern.—Behavior was spontaneous in nature. He lived in the present 
and for pleasure rather than long range ambitions or altruistic aims. Socially, he 
was submissive rather than dominating; he was shy and a relatively “poor mixer.” 
The personality was constricted and extratensive. Emotionally he was unstable, but 
the predominant mood since being in the Army was one of depression. Reaction to 
authority was by submission, with avoidance of direct conflict. Tension was 
relieved in part by drinking, by talking out his troubles and by substitute activities 
such as the movies. 

Preparation of the Patient for Illness—The events leading up to the present 
trouble were those of his two and one-half years of Army life. He was assigned 
to a noncombat baker’s unit until he was transferred to the detachment of a 
convalescent hospital five months previous to consultation. He became a sergeant 
after three months but was reduced to a private two months later because of a 
minor infraction of rules. He regarded the demotion as an unjust discrimination 
and was considerably upset. He was soon reinstated as a sergeant but was again 
demoted, three months later, for overstaying a pass one-half hour. He was then 
court-martialed for the alleged theft of a pen. 


History of the Present Illness—Generalized pruritus was first experienced 
during the court-martial proceedings. He was exonerated of the charge but 
harbored a great deal of unconscious resentment for his commanding officer. Three 
weeks later he jumped from the cab of a truck and fractured his right leg. It is 
possible, as Dunbar has shown ® in similar instances, that the fracture was in effect 
an escape mechanism. Because of it, he was transferred from his unit, which was 
soon sent to a combat zone. In this connection it is important to mention that he had 
an immoderate fear of becoming a battle casualty and of not returning home to 
his wife. 

Convalescence from the fracture lasted eight months, following which he was 
attached to the transportation department of the convalescent hospital. The pruritus 
continued during this period, during which he greatly resented the overbearing and 
domineering attitude of the transportation officer. However, the patient was careful 
to avoid actual clashes. The pruritus, indicative as it was of dissatisfaction with 
a hostile environment, soon proved to be ineffective as a defense against conflict. 
He became shaky and had a “drawing feeling in his stomach,” and pains devel- 
oped in the occipital region of the scalp and over the crest of the left ilium. Overt 
anxiety appeared in the month prior to the present hospitalization, and he com- 
plained of nosebleeds from the right nostril, the one traumatized mostly by picking. 

The pruritus was much aggravated by a recent attack of scabies, persisted after 

thorough sulfur treatment and prompted a course of benzyl benzoate, which in turn 
caused a treatment dermatitis. On admission no evidence of scabies was found, and 
the treatment dermatitis cleared promptly with a soothing regimen. The pruritus, 
on the contrary, persisted unabated. There was some relief and some pleasure 
derived from excoriation, which, however, was never prolonged and was not 
suggestive of cutaneous masturbation. He had no insight into the nature of his 
illness. 

Summary.—The patient was a passive, submissive and somewhat depressed 
person. He always needed some one to protect him but nevere achieved this need 
in military life. His characteristic reaction to authority was one of avoidance. The 
essential causative factor was a detached, unsympathetic domination in a person who 
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actually required domination of a sympathetic, benevolent and protective type. 
\dequate outlets to his emotional tension were not available. His escape 
mechanisms were (1) generalized pruritus, (2) fracture, (3) somatic expressions 
of anxiety and (4) recent development of overt anxiety. The pruritus was 
explained as a conversion phenomenon, an expression of conflict through a somatic 
outlet which avoided authority, and was to some extent pleasurable. This response 
was in keeping with his personality and with previous adjustments to difficult 
situations. 


Case 15.—A private aged 23 had severe hyperhidrosis and symmetric erythema 
of the feet and excessive perspiration of hands, axillas and genital region for some 
ten months. Routine questioning did not disclose an obvious cause for the 
syndrome. 


Psychosomatic History—Family History and Personal Data: The patient had 
one brother seven years his senior. A sister died when he was 7, at which time 
his mother had a severe nervous breakdown and subsequently deserted the family. 
She had always been emotionally unstable, while the father, with whom the patient 
was brought up, was easygoing in nature. 


Health Record and General Adjustment.—The patient had never been seriously 
ill. He had taken alcohol excessively since the age of 16, but more so since being 
in the Army. Drinking was an escape from the troubles of life, the main incentive 
of late being a dissatisfaction with Army life and lonesomeness for home. Dreams 
vere frequent and were concerned mainly with returning home or with home 
scenes. He was a nail biter, while bed wetting had occurred until the age of 6. 
The general adjustment was good. He got along well with people, but largely in a 
negative way, since he was diffident and retiring in nature. He had no particular 
scholastic ambitions and left school to work on his father’s farm on completing 
the sixth grade. He was contented with farm life and had no desire to own a farm 
or otherwise better his station in life. There were no conflicts in the sexual sphere. 


Behavior Pattern—Behavior was spontaneous rather than compulsive, while 
the personality was constricted and extratensive. He was not ambitious or an 
especially hard worker and was still a private after nearly three years of Army 
life. The predominant mood since being in the army was one of depression. The 
reaction to authority was one of docile submission, and obvious conflicts were not 
precipitated by domination by his superiors. 

Preparation of Patient for Illness—Hyperhidrosis, either local or general, had 
never been present in civilian life or during Army service prior to entering combat, 
despite strenuous labor in a warm climate. He entered combat June 10, 1944, and 
vithin a few days he became nervous, shaky and jumpy. These symptoms became 
\rogressively severe until he was evacuated to the United Kingdom on July 7 
because of a minor shrapnel wound in the left thigh. 

History of Present Illness—Hyperhidrosis of the feet was first noted three 
veeks after beginning combat duty. It rapidly became worse and was soon accom- 
panied with symmetric erythema limited to the soles and sides of the feet and by 
actual hemorrhages from the eroded areas. The feet became sore and painful, and 
symptoms of flat feet developed. Despite hospitalization, the process continued 
inabated and kept him in the hospital for four months, long after the wound had 
healed. After temporary improvement he was sent to the replacement center and 
began infantry training prior to reshipment to a combat unit. The hyperhidrosis 
id erythema soon recurred with their original severity. Simultaneously, and for 

first time in his life, he noted severe hyperhidrosis involving the axillas, hands 
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and. genital regions. He was then placed on noncombat duty in the United 
Kingdom. During the six months prior to hospitalization, there was only slight 
improvement in the hyperhidrotic state and he was still troubled by mild symptoms 
of free-floating anxiety. He was somewhat pessimistic regarding cure and had no 
insight as to the cause of the present illness. 

Summary.—The patient was a submissive, somewhat depressed soldier who 
lacked the instinctive drive, ideologic stimuli or sense of group companionship which 
would enable him to partake successfully in active combat. Confronted with actual 
combat anxiety symptoms, severe hyperhidrosis and symmetric erythema of the 
feet developed. Literally, his feet “bled” for him to be removed from combat. 
A later preparation for combat again called forth a beginning fear reaction, and 
the return of the disorder of the feet was accompanied with a more general type 
of hyperhidrosis. It may be observed that what began as a purely psychogenic 
hyperhidrosis eventually assumed a fixed somatic pattern, persisting long after the 
removal of the precipitating conflict’ Prolonged psychotherapy supplemented by 
roentgenologic treatment and other symptomatic measures will probably be neces- 
sary to effect a permanent cure. 


In conclusion, it will be seen that the psychosomatic approach has 
many advantages over other methods of investigation. It requires 
only a moderate amount of experience and a liberal dash of common 
sense and can be obtained in from one to three hours. Moreover, it 
lends itself well to the management of all but the more long-standing, 
recalcitrant conditions, for which prolonged psychoanalysis is indicated. 
Lastly, a patient is under the guidance of a single physician. As such, 
continued doses of psychotherapy can be administered and environmental 


adjustments made while roentgenologic and other symptomatic methods 
of treatment are being given. 


SUMMARY 

1. Basic conceptions of psychosomatic dermatoses have been pre- 
sented. 

2. An analysis of various methods of investigation of the patient with 
a neurodermatosis has been made. 

3. A psychosomatic approach to the study of neurodermatoses is 
submitted. 

66 East Sixty-Sixth Street. 





ACARODERMATITIS URTICARIOIDES 


1. KATZENELLENBOGEN, M.D. 
JERUSALEM, PALESTINE 


N PALESTINE the existence of many cutaneous diseases causing 

itching and a rash—urticaria phlebotomica, scabies and miliaria ruba 
—has obviously overshadowed the rather modest but nevertheless impor- 
tant acarodermatitis urticarioides, which is caused by the mite Pedi- 
culoides ventricosus. 

In 1937 I* described a rash found among milkers, which was traced 
to the handling of hay coming from a communal settlement near Haifa. 
Pediculoides ventricosus was suspected to be the causative agent. On 
examination numerous dead insects and insect larvae of the lepidoptera 
and coleoptera types were found, but no Pediculoides ventricosus mites 
could be traced. Every year since 1935 I have seen single and group 
cases. In 80.cases investigations were made to find the origin of this 
rash. In 1944 I succeeded in finding Pediculoides ventricosus, and this 
enables me to report on the epidemiology of this disease in Palestine. 
Farmers, porters, drivers, milkers and stablehands were among the 
persons affected. 

TYPES OF INFESTATION 

Direct Infestation—J. K., in May 1936, complained of a severe itching on 
the back for five days. The patient presented an urticarial type of eruption on the 
back and the upper parts of the arms. The right side was more involved than 
the left. The individual lesions were discrete papules, many of them surmounted 
by a tiny central vesicle of pinhead size, filled with a clear fluid. No signs of a 
secondary infection were noted. An investigation revealed that the woman had 


been sleeping for several nights on a straw mattress which had been stored in a 
cellar for six months. The patient admitted that she usually slept on the right side. 


Straw mattresses were responsible for the appearance of a similar 
rash in 8 other cases. In 1 case the eruption was followed by a rise in 
temperature and a swelling of the axillary and the inguinal glands. 
The severe itching and the vesicles surmounting the urticarial rash aided 
in the diagnosis. Ten days after the straw mattress had been removed 
the eruption disappeared and the woman recovered. 

Another woman, who slept for one night only on the same mattress, 
had a similar but milder eruption and no general symptoms of illness. 


From the Skin Department of the Bicur Holim Hospital and the Outpatient 
Department of Kupat Holim. 
1. Katzenellenbogen, I.: Die Berufskrankheiten der Melker in Palastrina, 
Harefuah 12:i-iii (Feb.) 1937. 
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Indirect Infestation—Eruptions were noted even when contact 
with the infested grass or grain was indirect. During October 1939 
5 workers from a soda water factory reported with the typical rash on 
the neck and the shoulders. In no case was the skin under the belt 
affected. The workers were not living in common quarters, and it was 
obvious that the pathogenic material ought to be found in the rooms 
of the factory. An investigation disclosed that two sacks with grain 
were brought in September to the factory and stored next to the place 
where the workers used to put their coats or shirts during working 
hours. As the garments were in direct contact with the sacks, dust 
and parts of the grain covered the inside of them. 











A, acarodermatitis urticarioides due to sleeping on an infested straw mattress. 
The patient slept on the right side; B, acarodermatitis urticarioides and chickenpox 
simultaneously in 1 patient. 


Infestation During the Winter—In December 1942 the personnel 
of a workers’ mess near the Dead Sea were affected by a severe itching 
eruption. An intense irritation of the neck, shoulders and forearms 
was noted. In a woman the occipital part of the scalp was involved. 
The tiny papules were surmounted by vesicles. Sardines had been 
eaten on the day prior to the eruption and were suspected by the patient 
of being the source of the rash. Visitors to this restaurant who also 
ate sardines showed no signs of an eruption. 

An investigation revealed that on the previous day sacks and boxes 
containing eggs packed in straw had been brought into the storerooms 
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of the establishment. The driver who carried the sacks and who helped 
to unload them had a similar eruption. A short time after the straw 
was destroyed the eruptions of the affected persons disappeared. The 
straw was brought to Jerusalem for examination. Pediculoides ventri- 
cosus was not found. 

In all previously recorded cases the suspected straw, grass or grain 
was sent to a laboratory for examination, which often took weeks. The 
mites, however, were easily found when in July 1944 grass was examined 
immediately after being suspected of harboring them. 


REPORT OF A CASE 


A truck driver, 30 years old, one day had to transport bales of grass from the 
railway station to cow barns in a suburb of Jerusalem. Together with a few 
laborers he helped to unload the bales and noticed numerous dead black insects 
in the grass and a greenish dust on the bottom of the truck after it was unloaded. 
The same night an intense irritation started, and the severe itching and rash 
brought him to consult me twelve hours later. An examination showed discrete 
papular lesions, ranging from the size of a lentil to that of a bean, with urticarial 
wheals partly surmounted by tiny vesicles. They covered the skin of the chest, 
the neck and parts of the groins. Only a few lesions appeared on the back. The 
intense irritation became worse during the next three days and nights. The patient 
could not sleep in spite of antipruritic treatment. Then the itching subsided, and 
the lesions flattened. After seven more days reddish brown irregular excoriations 
were seen, and after another five days the rash completely disappeared. In all 
the cases observed the eruption had an exanthematous character. The lesions were 
of the urticarial type-and nearly all of the same size. They were discrete and 
often surmounted by tiny vesicles. After a few days the urticarial character 
subsided, and the rash had now a rather macular appearance. There were 
erosions after scratching but no signs of secondary infection. The tiny vesicles 
previously regarded as obligatory were absent in the following cases. 

Histologic Examination (made by Prof. E. E. Franco).—A biopsy was per- 
formed twelve hours after the appearance of the rash. The excised skin was 
fixed in Zenker’s fluid. There was a circumscribed elevation of the thinned 
epidermis, with parakeratosis in a few fields. In the malpighian layer the prickle 
cell layer was poorly developed, the papillary body was flattened and there was 
a striking diminution of the interpapillary processes. Considerable hypertrophy 
of the stratum granulosum was seen. There was a diminution of the pigment 
cells in the basal iayer, and the basal cells were poorly pigmented. In the derma, 
a moderate infiltration with lymphocytes around the vessels was present. There 
were no chromatophores and no signs of acarids in the skin. 


EPIDEMIOLOGIC REPORT 


All workers in cowsheds to which grass suspected of having mites 
was delivered were examined. An investigation was carried out in 
the settlement in Haifa Bay from which the bales had been sent. An ento- 
mologic examination of the suspected grass was made. Fourteen workers 
handled the grass, which was delivered by truck. All of them suffered 
from a highly pruritic eruption. Four workers who helped the driver 
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to unload the bales were affected during the same night. Those were 
the patients with severe eruptions. The 10 other workers had to handle 
the grass for a few minutes daily. They lifted the bales on their fore- 
arms and brought them on their shoulders to the cows. | 

The localization of the eruption, the density of the lesions and the 
ferocity of the itching depended on (a) the extent of contact of the skin 
with the grass and (b) the frequency and the duration of this contact. 
One worker, who was dressed in overalls while handling the grass, felt 
the itch on the back and the upper part of the shoulder only. Another, 
who was dressed in shorts and a vest and who helped for several hours 
with the bales, suffered from a dense rash over practically the whole 
body. The size of the lesions was not greater than in the previous 
case, although more -vesicles surmounted the wheals. The eruption 
was particularly dense on the forearms and the shoulders. The lesions, 
though extremely dense, remained discrete. 

Duration of the Rash.—The eruption lasted from eight to ten days, 
during which time further contact with the infected grass was avoided. 


The proprietor of the barn handled the bales only once, for ten 
minutes. A rash developed on the same day and disappeared nine days 
later. In the case of the truck driver who had contact with the grass 
only once but for a prolonged period, the rash disappeared after thirteen 
days, although the severe itching subsided after three days. Five 
workers continued handling the bales of grass for three weeks in spite 


of the itching and the rash. They then refused further work. Finally 
the workers came to an agreement: Every man handled the grass only 
once a week, dressed in overalls and wearing a gas mask. The rash 
subsided eventually, without leaving any pigmentation on the skin. 

Every man who handled the grass, without exception, acquired the 
rash. No rise in temperature, asthma, cough or other constitutional 
effects were observed among the patients affected. 


EXPERIMENTAL STUDIES 


In my presence 4 workers lifted the bales on their forearms and trans- 
ferred them from one place to another. Contact between the skin and 
the grass lasted for two or three minutes. Five minutes later pale, 
highly irritating wheals appeared on the forearms. A few minutes 
later the pallor disappeared, and a bright erythema became visible. 
When the same experiment was performed six weeks later with the 
same grass, no reaction was observed. 

Investigation in the Field——At Nirhaim in Haifa Bay, from where 
the grass was sent to Jerusalem, the local physician traced 12 persons 
affected by the same rash. All of them handled dry grass. The dis- 
ease was known to the farmers, but they seldom approached a physician 
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for treatment of it. Dr. Rivnai,? of the Agricultural Experimental 
Institute, gave valuable information about the grass in question at Emek 
Jesreel and Haifa Bay. There are three varieties of grass, but only 
fahleh, a grass dried in the field, was responsible for the rash. Fahleh 
is harvested several times a year, but it is only at the end of spring that 
the grass, after being harvested, is made into sheaves, pressed and left 
to dry in the field. 

It was found by the farmers that it was not the green grass but the 
dry grass left for weeks or months to dry in the field which caused 
the itch. 

Fahleh is used as a dry food for cattle and to a lesser extent for 
packing eggs, fruit and other products. The producers send the grass 
directly from the field to the consumer. 

Dr. Rivnai expressed the belief that fahleh is responsible for the 
itch in many other places in Palestine. 

In communal settlements the farmers have found a way out by 
limiting contact with the grass to no more than once a week. 

Examination of the Grass for Mites—Grass or dust of the grass 
was put in a Petri dish. With a binocular microscope quickly moving 
mites were easily discovered. They were recognized as Pediculoides 
ventricosus by the entomologist. This examination was repeated many 
times. During the time when new rashes appeared, mites were always 
traced. 

The disappearance of the mites in the grass (as established by micro- 
scopic examination) coincided with the disappearance of new cases of 
this itch. 

COMMENT 

The different names given to acarodermatitis correspond to the 
various sources of infestation with mites. Some of the names are straw 
mattress disease, barley itch, cottonseed dermatitis and hay itch. 

Schamberg,’® in Philadelphia, described an eruption which appeared 
every year during the months of May and June and occurred in persons 
who came in touch with straw from a certain locality. Only eight years 
later Schamberg and Goldberger * succeeded in tracing Pediculoides 
ventricosus to straw mattresses. In Italy acarodermatitis was often seen 
and described. Majocchi* (1921) reported on 140 prisoners in the 
Bologna prison in Italy who suffered from the rash after spending a 


2. Rivnai, I.: Personal communication to the author. 

3. Goldberger, J., and Schamberg, J. F.: Epidemic of an Urticarioid Derma- 
titis Due to a Small Mite (Pediculoides Ventricosus) in the Straw of Mattresses, 
Pub. Health Rep. 24:973-975 (July 9) 1909. 

4. Majocchi, D.: Sulla continuazione della epidemia di acariasi da grano 
nella provincia e citta di Bolonga, e di una epidemia circoscritta nelle carceri 
lella stessa citta (Nota clinico-statistica), Gior. ital. d. mal. ven. 63:124-127, 1922. 
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a 
night on newly filled straw mattresses. Loir and Legangneux ® (1919), 
described an epidemic eruption among dockers at Le Havre, France, 
during the years 1911 to 1919 which resulted from their handling grain 
arriving from the Levant. Rogers® recently (1943) described cases 
of grain itch among men handling bales of hay at Phoenix, Ariz. Levi * 
(1926) reported an epidemic among grain handlers at Trieste, Italy. 
He considered the resulting eruption as an accident and hence believed 
the patients were entitled to compensation. Schwartz and Tulipan * 
(1939) regarded acarodermatitis as an occupational cutaneous disease. 
Nixon ® (1944), reporting about cargoes causing itch in reference to 
workmen’s compensation, discussed the question of whether the eruption 
could be regarded as one scheduled as dermatitis produced by dust or 
liquids or as an accident at work. 

Besides the cases in which the rash appears after direct contact with 
the offending material, other cases are reported in which the rash appears 
through indirect contact with dust containing the mites. Askins *° (1924) 
reported the occurrence of a rash among dock laborers engaged in 
unloading barley from Morocco. The captain and the mate of the boat 
were affected, although they had not actually handled the barley. In 
another port the inhabitants of some cottages close to the dock where 
Moroccan barley was being unloaded acquired the disease, although not 
from contact with the grain. Thompson *! (1925) reported an outbreak 
of “barley itch” through grain dust. A mechanical elevator was intro- 
duced, as men absolutely refused to handle the grain. “This made much 
dust, which was blown into some cottages near and infected all the women 
and children at home at the time.” Courcelle and Molle ** (1910) 
reported that one of them was contaminated through garments suspended 
close to samples of grain in his laboratory. 


5. Loir and Legangneux: Maladie cutané provoquée par un pédiculoide trouvé 
dans un chargement d’orge arrivant au Havre, Bull. Acad. de méd., Paris 82:308- 
310, 1919; cited by Girod. 

6. Rogers, G. K.: Grain Itch, J. A. M. A. 123:887-889 (Dec. 4) 1943. 

7. Levi, I.: Sopra la dermatite pruriginosa prodotta dall’acaro “pediculoides 
ventricosus” manifestatasi in forma epidemica tra gli scaricatori di orzo e di semi 
di lino nel porto di Trieste, Arch. ital. di dermat., sif. 2:110-130 (Dec.) 1926. 

8. Schwartz, L., and Tulipan, L.: A Text Book of Occupational Diseases 
of the Skin, Philadelphia, Lea & Febiger, 1939, p. 461. : 

9. Nixon, J. A.: Cheese Itch and “Itchy Cargoes” in Reference to Work- 
men’s Compensation, Proc. Roy. Soc. Med. 37:405 (June) 1944; Brit. J. Dermat. 
56:235 (Nov.-Dec.) 1944. 

10. Askins, R. A.: Dermatitis Caused by Pediculoides Ventricosus, Brit. M. J. 
2:950 (Nov. 22) 1924. 

11. Thompson, A. G. G.: Barley Itch, Brit. M. J. 1:71 (Jan. 10) 1925. 

12. Courcelle and Molle, cited by Girod, F. J. L.: Le pediculoides ventricosus, 
Thesis, Université d’Algiers, 1936, no. 11. 
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Time of Appearance.—In Palestine acarodermatitis appears in June 
and July and in September and October. Around the Dead Sea, with its 
exceptional climatic conditions, an outbreak was recorded in December. 

The epidemic becomes more widespread when favorable conditions 
for breeding exist. A temperature between 70 and 80 F. and a humidity 
of 80 per cent are regarded as most favorable for multiplication. 


Differential Diagnosis—The eruption must be differentiated from 
urticaria, scabies, urticaria phlebotomica, other mite rashes and chicken- 
pox. In urticaria the lesions disappear quickly ; in acarodermatitis urti- 
‘carioides they remain for seven to ten days, even if they change their 
appearance. By the characteristic distribution, the prevalence of the 
lesions on the private parts, the furrows and the finding of the Sarcoptes, 
one can easily differentiate scabies from acarodermatitis. The lesions of 
urticaria phlebotomica are usually limited to the arms and the legs. The 
lesions vary much in size. The malleolar region is practically always 
affected. 

Trombidiosis—The larvae of Leptus autumnalis live on grasses and 
shrubs and on the ground near vegetation. The cutaneous lesions pro- 
duced are commonly on the ankles and the legs. The larvae may some- 
times be seen in the center of the papules as red points. 

Grocer’s itch and similar itches are produced by the tyroglyphidae 
present in cheese, copra and dried fruit. The lesions are similar to those 
of grain itch, and therefore entomologic examination is of great impor- 
tance in establishing the diagnosis. 

Acarodermatitis may resemble chickenpox and diagnosis may some- 
times present difficulties, as in the following case. 

R. B., a 9 year old girl, was first seen in August 1944, with a temperature of 
40 C. (104 F.) and an eruption consisting of small red papules and vesicles, with 
the characteristic central sinking of varicella vesicles. Lesions were also noted 
on the buccal mucous membrane. While the rest of the body presented a moderate 
number of discrete vesicles, the back from the neck to the rubber belt of the 
garter was covered with copious small uniform papules, each capped by a vesicle. 
Under the belt on the buttocks the number of lesions was small, and all of them 
had the characteristic appearance of chickenpox (see B of figure). The skin on 
the back of the arms was more profusely attacked. The history of the case 
revealed that the girl was sent to a farm when her sister contracted chickenpox. 
The girl admitted spending a few hours lying in a grove on old wet straw, 
clothed only in a pair of knickers. The back and the upper parts of the arms 
were in close contact with the wet straw. On the following night a severely 
pruritic dense eruption appeared on the back. The next morning fever set in, 
and a moderate number of vesicles appeared on the rest of the body. While the 
dense eruption on the back disappeared after ten days, the vesicles of varicella 
persisted for fifteen days. Acarodermatitis and chickenpox simultaneously occurred 


in this patient. 
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Combplications.—In some cases acarodermatitis was reported to be 
followed by a rise in temperature, headache and nausea. 

Webster ?* observed acarodermatitis urticarioides accompanied in 
cases of severe eruption with general systemic symptoms, such as a rise 
of temperature from 99 to 110 F., general pains in the joints and back- 
ache. Puntoni-Pantaleoni** described a slight rise of temperature, 
lasting for one or two days. I noticed a rise of temperature only twice 
amohg 80 cases. 

Ancona,!® Frugoni*® and Grove*’ discussed a peculiar form of 
asthma, which they attributed to the inhalation of dust containing acarids., 
This was not confirmed by Ciarrochi ** and others. With the exception 
of an occasional cough I noticed no cases of asthma or throat trouble 
among my patients. 

Examination of the Blood—Schamberg* and Rawles*® described 
leukocytosis and eosinophilia (8 to 12 per cent) in their cases. No 
pathologic changes in the blood were noted in my cases. 


Preventive Measures.—Chandler *° suggested greasing the, body, 
followed by a change of clothing and a bath after work. Riley and 
Johannsen ** advised putting sulfur powder in the clothes and on the 
body. Roger’s patients, on their own initiative, sprayed themselves with 
Shell Oil Fly spray (a product of the Shell Oil Company, Inc., consist- 
ing of a pyrethrum extract and highly refined kerosene) and claimed 
immunity from the bites of the mites.® 

The best preventive method, however, seems to be the disinfestation 
of straw, grass or grain. Loir and Legangneux ° disinfested the ship- 
load at Le Havre by burning sulfur (34 Gm. to 1 cubic meter). The 


13. Webster, F. M., cited by Hase, A.: Zur pathologisch-parasitologischen 
und epidemiologisch-hygienischen Bedeutung der Milben, insbesondere der Tyro- 
glyphinae (Kasemilben), sowie iiber den sogenannten “Milbenkase,” Ztschr. f. 


Parasitenk. 1:765-821 (March 26) 1929. 

14. Puntoni-Pantaleoni, cited by Girod.12 

15. Ancona, G.: Asma epidemico da pediculoides ventricosus, Policlinico (sez. 
med.) 30:45-70 (Feb.) 1923. 

16. Frugoni, C., and Ancona, G.: Ulteriori studi sull’ asma bronchial, Riforma 
med. 41:409-415, 1925. 

17. Grove, E. F.: Studies in Specific Hypersensitiveness: Asthma and 
Dermatitis Due to Hypersensitiveness to Pediculoides ventricosus, J. Immunol. 
12:263-271 (Oct.) 1926. 

18. Ciarrocchi, L.: Scabbia dei droghieri ed acariasi da cereali: insolito 
reperto di acari; Considerazioni sull’ importanza dei processi allergici nella genesi 
delle manifestazioni cutanee da acari, Arch. ital. di dermat., sif. 5:566-585 (May) 
1930. ; 
19. Rawles, L. T.: Grain Itch, J. Indiana M. A. 3:351-354, 1910. 

20. Chandler, A. C.: Animal Parasites and Human Disease, New York, John 
Wiley & Sons, Inc., 1918, pp. 337-339. 

21. Riley and Johannsen, quoted by Chandler.?° 
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grain was subjected to fumigation for ten hours. After ten hours no 
new cases of acarodermatitis occurred. In Palestine ethylene dibromide 
was found by Dr. Rivnai? of the Agricultural Experimental Station, to 
be the best agent for destroying the mites. The sheaves were piled and 
covered with a tent cloth; 25 cc. of ethylene dibromide fluid was used 
for 1 cubic meter. Three to four days were required to destroy all mites. 


SUMMARY AND CONCLUSIONS 


An endemic eruption due to the mite Pediculoides ventricosus was 
observed in Palestine. The mites were found in straw and grass, with 
the latter being the main source of the infestation. 

The forearms, neck and trunk were the parts most frequently affected, 
the legs scarcely and only when the grass came into direct contact with 
the skin. The lesions appeared first as pale, irritating nettle stings and 
later as a dense but discrete papulourticarial rash. In many cases central 
vesicles surmounting urticarial spots were noticed. The eruption lasted 
from six to ten days, during which time further contact with the infested 
grass or straw was avoided. 

Acarodermatitis is endemic in Palestine. It appears in June and July 
and September and October. Fahleh grass dried in the field and sold 
mostly to owners of cattle all over the country was responsible for an 
outbreak of the rash among workers in cow barns in Jerusalem and in 
Haifa Bay. No constitutional effects were seen among the patients 
affected. 

A case of acarodermatitis combined with chickenpox was observed 
in Palestine. Besides causing severe itching and insomnia, the eruption 
often meant a material loss in addition, since the laborers in town refused 
to handle the grass after the first appearance of the itch. 

Fumigation with ethylene dibromide was found to be effective in 
destroying the mites. 


114 Mamillah Road. 





TOPICAL USE OF PENICILLIN IN TREATMENT 
OF PYODERMA 


MAJOR BYRON J. HOFFMAN 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


RIMARY and secondary pyogenic infections of the skin make up 

a large proportion of dermatologic conditions in patients in the mili- 
tary services. In the hot and more tropical areas this group assumes 
increasing importance and comprises a constant problem. 

The amazing effectiveness of penicillin on some of the pyogenic organ- 
isms would warrant a trial in purulent infections of the skin in which 
the process could be subjected directly to penicillin. Penicillin has 
been incorporated into water-miscible bases in varying concentrations. 
Cohen and Pfaff? used 1,666 units of penicillin per gram, with effec- 
tiveness, in impetigo contagiosa, carbuncles, herpes zoster with secondary 
impetigo and sycosis barbae. Johnson? reported excellent results in 
the same type of cases using a concentration of 166 units per gram of 
ointment base. 

Vesicular and intertriginous fungous infections of the feet having 
secondary invasion by staphylococci and streptococci constitute a large 
group of conditions in patients admitted to military hospitals. This 
group of patients was routinely cleansed on admission and each subse- 
quent day with soaks of 1: 9,000 potassium permanganate solution along 
with débridement of necrotic tissue and localized pustules. The cases 
were roughly subdivided into three groups. In the first, 5 per cent 
sulfadiazine in a water-soluble ointment base was applied as a fixed 
dressing overnight ; in the second, penicillin ointment in a concentration 
of 800 units per gram of water-soluble emulsion base was likewise applied 
as a fixed dressing, and, in the third, a thin dressing of old linen and 
gauze saturated with isotonic solution of sodium chloride containing 
800 units of penicillin per cubic centimeter was followed by the enclosure 
of the involved part in a Bunyan bag overnight to prevent evaporation. 
The wet dressings of penicillin were removed each morning and the 
part allowed to dry in order to prevent excessive epidermal maceration. 

The results were striking. The group having wet dressings of 
penicillin was by far the most improved. There were less exudate on 


1. Cohen, T. M., and Pfaff, R. O.: Penicillin in Dermatologic Therapy: 
Report of Results in One Hundred Cases, Arch. Dermat. & Syph. 51:172-177 
(March) 1945. 

2. Johnson, H. M.: Penicillin Ointment for Pyodermas, to be published. 
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the bandage, a diminution of the surrounding cellulitis and swelling and 
a pronounced decrease in pain and discomfort. The group treated with 
penicillin ointment usually improved more rapidly than those having 
the sulfadiazine preparation, but the infections of those treated with 
wet dressings of penicillin subsided more rapidly than that of those having 
either ointment preparation. The inflammatory process usually sub- 
sided within three to four days, leaving an irregular, partially desqua- 
mated dry area. The topical application of penicillin ointment once or 
twice daily was particularly effective at this stage in preventing cracking 
of the skin and in controlling recurrent areas of low grade infection. 

In instances of extensive cellulitis accompanied with lymphangitis 
and moderate or severe degrees of lymphadenitis, supplementary intra- 
muscular penicillin therapy in the usual doses of 25,000 units each three 
hours was effective in controlling the spread of the infection. Systemic 
penicillin therapy is seldom necessary for more than two or three days. 


COMPLICATIONS OF TOPICAL PENICILLIN THERAPY 


A fine papular erythematous dermatitis with intense itching occurs 
in about 40 per cent of the patients having wet penicillin dressings for 
five to six consecutive days. This seldom occurs before the fourth day. 
If therapy is omitted for one or two days, treatment can usually be 
resumed for two to three day periods without the occurrence of a contact 
dermatitis. When intramuscular penicillin therapy is being given simul- 
taneously, it can usually be continued, or initiated, if indicated, without 
effect on the area of local dermatitis which subsides after the external 
contactant has been removed. Occasionally a similar erythematous 
reaction occurs after penicillin ointment has been used continuously for 
six to ten days. 

Cohen and Pfaff! found 0.95 per cent of 524 hospitalized patients 
sensitive to penicillin ointment when patch tests were made. This number 
is exceedingly low when compared with the great number which demon- 
strate cutaneous reactions to wet dressings of penicillin in isotonic solu- 
tion of sodium chloride after a period of four or five days’ use. An 
acquired cutaneous sensitivity to penicillin solutions is not an uncommon 
observation in the personnel assigned to administering the injections in 
a large Army hospital. The dermatitis in this instance usually involves 
the hands or face, occurring in some after several weeks of exposure and 
in others after several months, and takes the form of diffuse erythema 
with scattered erythematous papules or small vesicles along with a mild 
to moderate subcutaneous edema. 

Even though a contact dermatitis is not an uncommon complication 
after prolonged exposure of the skin to penicillin in solution, the results 
have been found superior to the ointment preparations. Greasy vehicles 
containing bactericidal agents are frequently unsatisfactory in controlling 
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purulent cutaneous infections. Ointments prohibit drainage, limit the 
penetration of the therapeutic agent into the deeper portions of the 
inflammatory process and favor the growth of facultative anaerobic 
organisms. The water-miscible bases decrease these hazards to some 
extent but do not completely eliminate them. 


SUMMARY 


1. The topical use of penicillin incorporated in water-miscible bases 
and in isotonic solution of sodium chloride as wet dressings has been 
used over a nine month period in an Army general hospital in the 
treatment of pyodermas. 

2. Penicillin used in isotonic solution of sodium chloride at a con- 
centration of 800 units per cubic centimeter is far superior to ointment 
preparations and amazingly effective in controlling cutaneous pyogenic 
infections. 

3. Contact dermatitis is not infrequent after four to five consecutive 
days of use of wet dressings or six to ten days of ointment therapy. 

4. This complication of contact dermatitis is minimized by the dis- 
continuing of topical penicillin therapy for one or two days after four 
days of use of wet dressings or six days of application of ointment. 


768 Juniper Street, Northeast, Atlanta, Ga. 





HYPERKERATOSIS PENETRANS 


Report of a Case of a Probable Variant of Kyrle’s Disease 


HARRY L. ARNOLD Jr., M.D. 
HONOLULU, TERRITORY OF HAWAII 


OSEF KYRLE*? described in 1916, from Finger’s clinic in Vienna, 

the first reported instance of a disease to which he gave the name 
hyperkeratosis follicularis et parafollicularis in cutem penetrans. The 
patient was a 22 year old woman with an eruption of eight months’ 
duration, characterized by polycyclic hyperkeratotic plaques in the axillas, 
on the forearms and on the shoulders. On removal of the heavy scale 
and crust, the plaques were seen to be composed of closely set, discrete, 
crateriform papules a few millimeters in diameter, topped by a central 
depression about 2 mm. in width and depth. Microscopically, the floors 
of these depressions were seen to be formed by the bases of keratinous 
conical pegs, the points of which extended downward through the 
acanthotic epidermis and, in some of the papules, actually penetrated 
through the basal layer and entered the corium, where they excited a 
typical foreign body reaction. Kyrle considered the possible diagnoses 
of lichen ruber acuminatus, keratosis follicularis (Darier), lichen 
verrucosus, pityriasis rubra pilaris, keratosis follicularis contagiosa 
(Brooke) and follicular psoriasis but concluded that the disease was an 
entity sui generis. 

Fried ? in 1923 reported a second case, of one year’s duration, that 
of a 61 year old cabinet maker; the eruption was more extensive and 
severer than that in Kyrle’s case, with seborrheic features ; only the palms 
and soles were wholly spared; all the nails were elevated by subungual 
keratoses, and the penetration of the epidermis by the horny plugs was 
less regularly observed than in Kyrle’s patient. Diagnoses of psoriasis, 
lichen planus, keratosis follicularis, acanthosis nigricans and eczema 
folliculare hyperkeratoticum were considered but ruled out. Local 
treatment and injections of sodium cacodylate were without avail. 
Fried concurred in Kyrle’s opinion that the penetration of the epidermis 
was accomplished not merely by mechanical action but by the action 
of the same damaging factor that produced the horny pegs in the first 
place. 

1. Kyrle, J.: Ueber einen ungewohnlichen Fall um universallen follikularer 
und parafollikularer Hyperkeratose (hyperkeratosis follicularis et parafollicularis 
in cutem penetrans), Arch. f. Dermat. u. Syph. 123:466, 1916. 

2. Fried, A.: Ueber ein Fall von hyperkeratosis follicularis et parafollicularis 
in cutem penetrans (Kyrle), Arch. f. Dermat. u. Syph. 143:45, 1923. 
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Pawloff * in 1926 reported the third case; in it the eruption occurred 
on the extremities and the right flank only. He described five varieties 
of lesions: gooseflesh-like follicular papules of pinhead size, with hard 
keratinous central plugs, grouped on the arms; bluish red papules with 
central craters and horny plugs, in half palm—sized groups, on the thighs ; 
flattened hemispherical papules on the left forearm, without follicular 
openings; dirty gray rhomboidal keratotic plaques on the dorsa of the 
feet, traversed by deep clefts, and ichthyotic plaques on the legs and 
shins, with comedo-like plugs. He considered in the differential diag- 
nosis the following diseases: lichen planus, lichen ruber acuminatus, 
keratosis follicularis contagiosa (Brooke) and keratosis follicularis. 
The histologic features, which were exactly like those described by 
Kyrle, led him to conclude that his case was an example of the same 
disease that Kyrle had described. 

Jersild and Kristjansen * in 1928 reported a case of the condition, of 
four years’ duration, in a 51 year old man; the eruption was an inci- 
dental finding, as he was being treated for tenosynovitis. The cutaneous 
lesions were on the left shin, the right thigh and, to a much smaller 
extent, on the right shin and left thigh. They consisted of groups of 
confluent, pinhead-sized to lentil-sized papules, yellowish brown, usually 
follicular and covered with a solid grayish crust, removal of which 
revealed shallow, round excavations. As in previous cases, the floors of 
the latter proved on histologic study t6 represent the bases of conical 
keratinous pegs which extended downward into the acanthotic epidermis. 
None was seen actually to penetrate into the corium; the authors 
regarded this as a minor deviation from the picture reported by Kyrle 
and the others. They felt that Kyrle had considered all the alternative 
diagnostic possibilities. 

These same authors reviewed the literature up to 1928. They felt 
the case presented as a moulage by Galewski at Leipzig in 1921 “did not 
resemble Kyrle’s case.” One case had been presented by Planner at 
Vienna in 1922, but no description of it was available. A case reported 
by Planner and Straszberg® differed from Kyrle’s case by reason of 
the severe inflammatory reaction and the absolute integrity of the hair 
follicles. The cases of Fried ? and Pawloff * were mentioned as differing 
from Kyrle’s case in their clinical aspects. A case reported by Smeloff 
(reference not given) was regarded as possibly acceptable. They found 
no reports of the disease in the French, Scandinavian or Anglo-Ameri- - 
can literature. 


3. Pawloff, P. A.: Zur Kasuistik der Kyrlischen Krankheit, Arch. f. Dermat. 
u. Syph. 152:34, 1926. 

4. Jersild, O., and Kristjansen, A.: Un cas de la maladie de Kyrle (hyper- 
keratosis follicularis et parafollicularis in cutem penetrans), Ann. de dermat. et 
syph. 9:101 (Feb.) 1928. 

5. Planner and Straszberg: Ueber ein eigenartige Epitheliose (Epitheliose 
acneiformis), Arch. f. Dermat. u. Syph. 142:42, 1923. 
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Kreibich * in 1931 reported a case in which Kyrle’s disease appeared 
to coexist with keratosis follicularis. This was of special importance in 
the light of the frequency with which Darier’s disease had been mentioned 
in the differential diagnosis of the former disorder. The patient was a 
19 year old glass grinder who had had lesions of keratosis follicularis on 
his face, scalp and neck since infancy and new lesions on the trunk and 
arms for about a year, characterized by crateriform papules the color of 
the surrounding skin, with central penetrating conical horny plugs like 
those described by Kyrle. Both diagnoses were confirmed histologically. 

De Oreo and Benedek? in 1945 presented before the Hawaii 
Dermatological Society a 27 year old Negro soldier, seen because of 
tinea cruris, in whom lesions suggestive of Kyrle’s disease were an 
incidental finding. The eruption consisted of several flat-topped papules, 
3 to 12 mm. in diameter, all with central craters filled with keratinous 
material. On section, as in previously reported cases, the floors of these 
craters were seen to form the bases of conical keratotic pegs, which 
penetrated downward until the epidermis appeared to be stretched and 
greatly thinned across their pointed apexes. All the lesions were widely 
separated from one another. One, on the left sole, was painful and 
interfered with walking. The palms were not involved. 

Benedek alluded in the discussion to a previous case he had observed 
—also that of a Negro soldier—and both he * and de Oreo,’ subsequent 
to this presentation, observed about a dozen additional cases each, the 


patients likewise being Negro soldiers. Benedek was convinced that 
these cases, notwithstanding their clinical dissimilarity from Kyrle’s and 
the other cases, were nevertheless, on the basis of the histologic changes, 
examples of the same disease. I am inclined to believe that this is true 


of the case to be reported herewith. 


REPORT OF CASE 


H. B., a 32 year old white laborer, was seen in Apri! 1945, because of multiple, 
occasionally painful palmar lesions of about three years’ duration. They had 
appeared in irregular succession during this period, and the most recent one was 
about six months old. Six were present on the left palm and four on the right 
(fig. 1). Most of the lesions were situated in a crease and consisted merely of 
shallow circular depressions in the horny layer, about 2 mm. broad and almost 
as deep. One, on the fifth finger of the left hand, was situated at the summit of 
a papule about 6 mm. in diameter. One of the lesions on the left palm had 
three times extruded a long pointed horny plug and thereafter had bled freely 


6. Kreibich, C.: Hyperkeratose (Kyrle) und Dyskeratose (Darier), Arch. f. 
Dermat. u. Syph. 168:215, 1931. 

7. De Oreo, G., and Benedek, T.: Hyperkeratosis Follicularis et Para- 
follicularis in Cutem Penetrans (Kyrle): Case Presentation, Arch. Dermat. & 
Syph. 54:361 (Sept.) 1946. 

8. Benedek, T.: Personal communication to the author. 

9. De Oreo, G.: Personal communication to the author. 
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for a short time. All were moderately painful on pressure. No significant 
lesions of the skin were observed elsewhere. 

The Kolmer-Wassermann and Eagle reactions of the blood were negative. The 
blood cell count showed only an eosinophilia amounting to 8 per cent of 6,000 
leukocytes per cubic millimeter. 

A row of four lesions and the single papular lesion were excised from the left 
hand. Sections (fig. 2) showed each lesion to consist of a conical keratinous plug, 
the base of which formed the floor of the depressions noted clinically and the 
point of which protruded deeply into the skin, compressing and thinning the 
adjoining acanthotic epidermis immediately beneath its somewhat rounded apex. 
There was decided parakeratosis. The corium showed a slight and nonspecific 
lymphocytic infiltration in the vicinity of the lesion. 














Fig. 1—The patient’s palms, showing crater-like depressions in the horny layer 
of the epidermis. 


The operative sites healed cleanly, and six months later there had been no 
recurrence and no new lesions had developed. The remaining lesions were not 
bothering the patient, and he did not care to have them removed. 


COMMENT 


The histologic appearance of the lesions in this case was so striking 
and so similar to that reported by Jersild and Kristjansen and by 
Benedek—and, except for the failure of actual penetration of the plugs 
into the corium, that reported by the other authors cited—that it seems 
likely that this case belongs in the same category. The clinical resem- 
blance of this case to the cases of Kyrle and the others, however, is 
virtually nil except for the individual component crateriform depressions 
in the skin. In no reported case has the patient even had involvement 
of the palms, let alone limitation of distribution to that site. 
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Fig. 2—Section of the lesion from the fifth finger, showing the characteristic 
conical keratotic and parakeratotic plug displacing the epidermis downward. Hema- 
toxylin and eosin. » 40. 
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Kyrle’s name for the disease—hyperkeratosis follicularis et para- 
follicularis in cutem penetrans—is an unwieldy one and seems needlessly 
so. From the descriptions in the literature, the lesions do not seem to 
occur invariably in or beside follicles; they also occur between follicles 
and in sweat ducts on occasion. In my own case follicles were not 
involved at all, and in Benedek’s they were involved only occasionally. 
Moreover, the follicular or parafollicular location of the lesions in the 
other cases did not enter into the differential diagnosis. The phrase 
“in cutem” also seems superfluous, partly because actual penetration 
into the corium does not seem to be an invariable feature of the disease 
and partly because there is, after all, no other place for the penetration 
to occur if it does happen to be present. The shortened name “hyper- 
keratosis penetrans” appears to say all that is really necessary about the 
disease, and it is easier to say and to print. 


SUMMARY AND CONCLUSIONS 


A possible variant of hyperkeratosis follicularis et parafollicularis in 
cutem penetrans (Kyrle), limited to the palms, is reported. 

“Hyperkeratosis penetrans” is suggested as an adequate contraction 
of the somewhat unwieldy original name of the disease. 





CONGENITAL ABSENCE OF THE VALVES IN THE VEINS 
AS A CAUSE OF VARICOSITIES 


ARTHUR C. CURTIS, M.D. 
AND 


ROBERT W. HELMS, M.D. 
ANN ARBOR, MICH. 


HERE is little doubt that thrombophlebitis is the commonest cause 

of varicose veins. However, this should not make one oblivious 
to other factors which may also produce varices. It is becoming more 
evident that congenital defects of the veins or their valves are not 
uncommon and may explain why a young person without previous 
history of phlebitis or thrombophlebitis occasionally may have extensive 
varicose veins, with associated hemostatic dermatitis or even ulceration. 


In 1936 Weber? stated: 


In some such cases “congenital varicose veins” [are] . . . connected with and 
constitute a part of [a] . . . developmental disturbance of growth, and [are] 
associated with a telangiectatic or other haemangiectatic naevus-formation. 


Such “congenital varicose veins” are really only large or giant veins of develop- 
mental origin, but are not, strictly speaking, true varicose veins, i. e., veins with 
the special alteration in the vessel-walls . . . due to insufficiency of vein-valves 
and chronic distension of postural origin. . . . The large size of these “giant 
veins” is due . . . to a developmental enlargement, strictly analogous to the 
developmental enlargement of the capillaries which is the cause of a cutaneous 


port-wine naevus . . . or any variety of telangiectatic naevus. 


Later Edwards,? after a study of the saphenous valves in varicose 
veins, concluded that most of the varices either were spontaneous in 
origin or followed phlebitis of the deep veins. In these two groups of 
varices, the valve cusps showed no profound intrinsic lesions. The 
fundamental lesion was a dilatation of the commissural region between 
the attachment of the cusps of the valves. This gave rise to an evagina- 
tion of the wall and a separation of the cusps. Secondary changes of 
a reparative nature were seen. 


From the Department of Dermatology and Syphilology, University of Michigan 
Medical School. 

1. Weber, F. P.: A Note on So-Called “Congenital Varicose Veins,” Brit. 
J. Child. Dis. 33:102 (April-June) 1936. 

2 Edwards, J. E., and Edwards, E. A.: The Saphenous Valves in Varicose 
Veins, Am. Heart J. 19:338 (March) 1940. 
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Eger and Casper * published work in 1943 supporting the theory 
that congenital absence of valves in the external iliac and femoral veins 
might be an important factor in the production of varicose veins. 

They showed that, as there are no valves in the superior vena cava 
and common iliac veins, it becomes the role of the valves in the external 
iliac and femoral veins to support the column of blood when one is in 
the upright position. Likewise, if there is a congenital absence of 
valves in the external iliac veins, the weight of this column of blood 
then must be supported by the femoral veins. If there are no valves 
in the external iliac or femoral veins above the orifices of the great 
saphenous systems, a still greater burden is placed on the valves of the 
latter vessels, which theoretically should be enough to lead to the eventual 
production of varicosities. 

In 38 adult cadavers examined by them, they found that neither 
the external iliac nor the femoral veins contained more than one valve. 
In 36.8 per cent there was a total absence of valves in the external iliac 
and femoral veins on one or both sides. In 28.9 per cent a unilateral 
absence of valves occurred. In approximately 8 per cent both external 
iliac and both femoral veins had no valves. If these percentages are 
interpreted in the light of potential incidence of varicose veins occurring 
in the lower extremities due to the absence of valves in these veins, vari- 
cosities should develop in approximately 30 per cent of persons uni- 
laterally and 8 per cent bilaterally. 

We believe that the following report of a case supports clinically 
the findings of Eger and Casper in cadavers. 


REPORT OF A _ CASE 


A white youth aged 20 was first seen in the University Hospital May 8, 1944, 
with the complaint of swelling and ulcers of the right leg. 

In 1937 enlargement of the veins on the right leg was first noticed. Early in 
1943 his right ankle began to swell, and in August 1943 a small ulcer appeared 
in the region of the right medial malleolus. This was treated with sulfathiazole 
powder and supporting bandages, but it did not heal. Six months later new 
ulcers developed on the lower anterior third of the right leg, and nine months 
after the original ulcer appeared an ulcer occurred on the medial aspect of the 
right thigh. : 

Examination showed a tall, well developed, though poorly nourished white 
youth. Results of physical examination were normal except for the following 
findings. On the lower part of the abdomen and the legs all the veins of the 
larger systems were plainly seen when the patient was standing. A deep, secon- 
darily infected ulceration was present on the medial aspect of the right ankle. 
Superficial ulcers were also present on the anterior and lateral sites of this 
ankle. Surrounding the ulcerated areas the skin was erythematous, edematous 


3. Eger, S. A., and Casper, S. L.: Etiology of Varicose Veins from an 
Anatomic Aspect, Based on Dissection of Thirty-Eight Adult Cadavers, J. A. M. A. 
123:148 (Sept. 18) 1943. 
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and weeping. A pustular, superficial, circular, slightly raised lesion about 4 cm. 
in diameter, with some erythema, exudation and central necrosis, was present on 
the medial aspect of the right thigh. 

The left leg had many large varices but no stasic dermatitis or ulceration. 
The nodes in the right inguinal region were slightly enlarged (fig. 1). 





_ Fig. 1—Location of the ulcers and the residual dermatitis on the right leg. 
Unfortunately, the photograph was taken after surgical excision of the bed of 
veins in the right inguinal region. 


Laboratory Findings—The blood pressure was 120 systolic and 80 diastolic, 
the pulse rate 80, the respiratory rate 18 and the hemoglobin content 77 per cent. 
The white blood cell count was 17,600. A roentgenogram of the chest was normal. 
The Kahn serologic reaction was negative. The urine was normal. The tuberculin 
test elicited a negative reaction to a dilution of 1: 10,000 in forty-eight hours. 
Smears and cultures of material from the ulcer had no acid-fast bacilli in them. 
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Several biopsy specimens taken from the border of the ulcer showed nothing 
but chronic ulceration and granulation tissue. There were no changes suggestive 
of tuberculosis, sporotrichosis, actinomycosis or blastomycosis. 

Course in the Hospital—On May 25, 1944, the patient was admitted to the 
hospital and the ulcerated areas were treated with wet dressings. One gram of 
sulfadiazine was given every four hours for five days with 0.65 Gm. of sodium 
bicarbonate. His course was uneventful, and on June 8 the veins on the right 
side were ligated and excised. A complete absence of valves in the superficial, 
epigastric and upper saphenous systems was found. A remnant of a valve was 
present in the second section of the saphenous vein, showing incomplete develop- 
ment. Large varicosities and aneurysmal dilatations were present throughout the 
upper veins in this excised portion (fig. 2). 

On June 15 a 6 inch (15 cm.) strip of incompetent veins in the calf and their 
communicating branches were excised. The small ulcers had now all healed, 
and the larger one was healing. ¥ 
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Fig. 2.—The excised veins from the right inguinal region. The external super- 
ficial epigastric and pudic veins had no valves. The pudic had an aneurysmal 
dilatation in its midportion. The conus, which represents the junction of the 
femoral vein to this venous bed and the first section of the saphenous vein, had 
no valves. The second section of the saphenous vein had a small nonfunctioning 
remnant in its midportion. 


A ligation in the high saphenous system on the left side and excision were 
performed July 10, and on August 16 four ligations of small veins in the upper 
half of the right leg were performed. All ulcers had now healed, and evidence 
of hemostatic dermatitis had disappeared. 


SUMMARY 


The observations in this patient are illustrative of a congenital 
absence of valves in the veins of a large section of venous bed surgically 
removed from the right inguinal region. The veins were incised and 
examined after removal, and the external superficial epigastric and pudic 
branches had no valves. The conus, which represents the end of the 
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femoral vein, had no valves. The saphenous vein was double—a not 
uncommon finding—and no valves were present in the upper part of the 
first section of the saphenous vein. In the upper part of the second section 
a small, nonfunctioning remnant was present (fig. 2). It is our belief 
that this case illustrates abnormal findings in the veins similar to those 
reported by Eger and Casper * and that these congenital abnormalities 
of the valves of the vein are probably only a part of a similar abnor- 
mality in other veins not removed. This abnormality could easily 
explain the presence of varicosities and ulcerations found in this patient. 
Unilateral and bilateral absence of valves in the external iliac and 
femoral veins of cadavers shown by Eger and Casper * should indicate 
that such congenital anomalies can be a cause of varicosities, hemostatic 
dermatitis and ulceration of the legs. Too often, preexisting thrombo- 
phlebitis is assumed to be the etiologic agent of varicose veins. In young 
persons who lack the history of causative factors capable of producing 
varicosities, the congenital absence of valves in the larger veins of the 
femoral and external iliac systems should be considered. 





TREATMENT OF EARLY ACQUIRED SYPHILIS WITH 600,000 
UNITS OF SODIUM PENICILLIN 
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AND 
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OON after the demonstration by Mahoney, Arnold and Harris’ 

that penicillin was effective against Treponema pallidum, a number 
of investigators? reported the early effect of penicillin treatment as 
characterized by the disappearance of organisms from surface lesions, 
the healing of lesions and the reversal of serologic reactions. 


It is the purpose of this paper to describe the results of treatment 
of 34 patients on an assigned schedule “of treatment of 600,000 units.’ 
A follow-up of 100 per cent of the cases for at least a year has afforded 
an unusual opportunity to observe the results of the time-dosage sched- 


ule employed. 


Miss Josephine Long and Miss Alice Carter furnished technical assistance. 

From the Department of Dermatology and Syphilology, University of Virginia 
Department of Medicine. 

Read at the Sixty-Sixth Annual Meeting of the American Dermatological 
Association, Hot Springs, Va., June 11, 1946. 

This investigation was made under a contract, recommended by the Com- 
mittee on Medical Research, between the Office of Scientific Research and 
Development and the University of Virginia. E. R. Squibb & Sons contributed to 
the support of this study. 

1, Mahoney, J. F.; Arnold, R. C., and Harris, A.: Penicillin Treatment 
of Early Syphilis, Am. J. Pub. Health 33:1387 (Dec.) 1943. 


2. Bloomfield, A. L.; Rantz, L. A., and Kirby, W. M. M.: The Clinical 
Use of Penicillin, J. A. M. A. 124:627 (March 4) 1944. Wise, C. R., and 
Pillsbury, D. M.: Penicillin in the Treatment of Syphilis, Proc. Roy. Soc. Med. 
37:491 (July) 1944. Mahoney, J. F.; Arnold, R. C.; Sterner, B. L.; Harris, A., 
and Zwally, M. R.: Penicillin Treatment of Early Syphilis, J. A. M. A. 126:63 
(Sept. 9) 1944. Ross, A. O. F.; Nelson, R. B.; Lowrie, E. M., and Collier, 
H. O. J.: Treatment of Early Syphilis with Penicillin, Lancet 2:845 (Dec. 30) 
- 1944, Binkley, G. W., and Kile, R. L.: Rapid Treatment of Early Syphilis 
with Small Doses of Penicillin, Arch. Dermat. & Syph. 51:200 (March) 1945. 

3. Moore, J. E.; Mahoney, J. F.; Schwartz, W.; Sternberg, T., and Wood, 
W. B.: The Treatment of Early Syphilis with Penicillin, J. A. M. A. 126:67 
(Sept. 9) 1944. 
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METHOD OF STUDY 


Between April 1, 1944 and Nov. 1, 1944, there were 34 patients with early 
acquired syphilis treated with penicillin on a schedule of 600,000 units given 
over a period of four days. There were 13 men and 21 women, 4 of whom were 
white and 30 Negro patients. Their ages ranged from 14 to 42 years. Twenty- 
five, or 73.5 per cent, of the patients were under 25 years. All the 34 patients 
have been followed for a year or more. Twenty-nine have been followed for 
eighteen months or more, 20 for twenty-one months or more and 14 for two 
years or more. 

In each case the diagnosis was established by the demonstration of T. pallidum 
in the existing mucous or cutaneous lesions of primary or secondary syphilis. 
In addition, all but 2 patients with seronegative primary syphilis had positive 
Kahn reactions of the blood. The duration of lesions was from four to one 
hundred and eighty days. Twenty-five, or 73.5 per cent, of the patients had lesions 
of less than thirty days’ duration. 

When the diagnosis was established the disease in 2 patients was in the 
seronegative primary stage, in 8 it was in the seropositive primary stage and 
in 24 it was in the secondary stage. In addition to early syphilis, 7 patients had 
acute gonococcic urethritis. 

All patients were hospitalized for four and one-half days, during which time 
they were given 20,000 units of sodium penicillin in 2 cc. of isotonic solution 
of sodium chloride every three hours, day and night, for thirty intramuscular 
doses, a total of 600,000 units. Eight different lots of penicillin, supplied by 
five different manufacturers, were employed. 

A Wassermann test and a titered Kahn test of the blood were performed 
immediately before and after treatment and twice monthly whenever possible 
during the period of post-treatment observation. The titered Kahn test was 
employed for treatment control. The cerebrospinal fluid was examined before 
treatment in every case and reexamined in all but 1 case six months or more 
after treatment. In a large number of patients determinations of icterus indexes 
and blood urea content were made before and after treatment. Dark field exam- 
inations of surface lesions were done every three hours or oftener in 8 cases fol- 
lowing the first injection of penicillin. No pregnant patients were treated with 
this dosage. 

REACTIONS 


A Herxheimer reaction was observed in 13 (38.2 per cent) patients 
during the first twenty-four hours of treatment. In 10 patients it was 
manifested by fever, chilliness, occasional headache and malaise of mild 
degree. In these patients the rectal temperature rose to between 99.6 
and 103 F. In 2 cases the cutaneous eruption was accentuated, with 
increase in intensity of the eruption and edema of the mucous lesions. 
One patient experienced a combined febrile and cutaneous reaction. No 
untoward reactions to treatment, such as abdominal pain, nausea, vomit- 
ing or toxic cutaneous eruptions, were noted. 

No significant abnormalities were noted in the laboratory exami- 
nations of the peripheral blood, the urine, the blood urea and the icterus 
index. 

No interruption of treatment was necessary because of unfavorable 
reactions to treatment. 
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RESULTS 


Spirochetes in the surface lesions disappeared rapidly in all cases 
after institution of therapy. In 8 patients on whom dark field exami- 
nations were made every three hours or oftener, spirochetes could not 
be demonstrated in the lesions after a period of from eight to twenty- 
two and a half hours. In 2 of the 8 cases, organisms disappeared from 
the surface lesions in less than fifteen hours. Mucous and cutaneous 
lesions healed rapidly under treatment. Chancres, mucous patches and 
cutaneous lesions were healing well at the time of the patients’ discharge 
from the hospital. In all but 1 case, complete healing was observed in 
from ten to fifty-six days. 

In 2 cases of seronegative primary syphilis the chancres healed in 
twelve and twenty-one days respectively. In 8 cases of seropositive 
primary syphilis the chancres healed in from thirteen to forty-seven days, 
and ‘in 23 of the 24 cases of early secondary syphilis the mucous and 
cutaneous lesions healed in from ten to fifty-six days. In 1 case, the 
secondary lesions were still present, although healing slowly, ninety-seven 
days following treatment. At this time, relapse occurred and spirochetes 
were demonstrated in surface lesions. 

At the time of the last observation 20 patients were seronegative 
and free of symptoms. These patients have been followed for from 
four hundred and nineteen to seven hundred and eighty-five days. Only 
4 cases have been followed for less than eighteen months. Of the total 
patients, 2 had seronegative primary syphilis. Of the seropositive 
patients, seroreversal occurred up to two hundred and twenty-eight days 
after treatment. Eight patients became seronegative in less than ninety 
days after treatment. Eleven patients relapsed in from ninety-seven to 
three hundred and seventy-six days. ‘Three patients still had some 
reagin in the blood at the time of the last examination. 

Seven patients who also had concomitant gonococcic urethritis 
obtained a favorable therapeutic result, with complete disappearance of 
this infection by the time of discharge from the hospital. 


RELAPSES 


Data on the cases in which relapse occurred following treatment are 
given in the accompanying table. There were 11 instances of relapse, in 
all of which the patients were retreated on heavier doses of penicillin. 
Ten relapses occurred in patients with secondary syphilis and one in a 
patient with seropositive primary syphilis. Three patients with secondary 
syphilis were classified as having serologic relapse on the basis of sus- 
tained increase in titer on two consecutive examinations. In the remain- 
ing 8 patients there developed mucous and cutaneous lesions from which 
spirochetes were recovered, with an accompanying serologic relapse. 
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Among the patients with secondary syphilis who relapsed was one who 
had minimal abnormality of the cerebrospinal fluid, characterized by 
fourteen cells. There were no cases of neurologic relapse. In none of 
the 11 cases of relapse could reinfections be demonstrated. Relapses 
occurred at from ninety-seven to three hundred and seventy-six days 
with an average of two hundred and nine days. 


EXAMINATION OF THE CEREBROSPINAL FLUID 


Only 2 of the 34 patients showed any abnormality in the cerebro- 
spinal fluid, in both of whom it was characterized by an increase in cell 
count. One patient with seronegative primary syphilis had 13 cells per 
cubic millimeter. The other, a patient with secondary syphilis, showed 


Relapses on Treatment with 600,000 Units of Penicillin, Classified According to 
Stage of Disease, Type of Relapse and Time of Appearance 
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14 cells per cubic millimeter. This patient was found to have a muco- 
cutaneous relapse with normal cerebrospinal fluid when reexamined 


one hundred and twenty days after treatment. 


COMMENT 


It has been adequately demonstrated with both penicillin therapy * 
and intensive arsenical therapy * that, regardless of the ultimate dosage, 
there is immediate disappearance of spirochetes from the surface lesions, 
healing of lesions and tendency toward reversal of serologic reactions. 
This effect is obtained even with the inadequate dosage of 60,000 to 
300,000 units of penicillin. The effectiveness of a treatment schedule 
must thus be judged by the incidence of clinical and serologic relapse, 
which can only be detected on prolonged observation. Only 5 of the 11 
cases of relapse occurred during the first six months after completion 
of treatment. While opportunity for reinfection was present, in none 
of the 11 cases could the criteria for reinfection be met. 


4. Leifer, W.; Chargin, L., and Hyman, H. T.: Massive Dose Arsenotherapy 
by Intravenous Drip Method, J. A. M. A. 117:1154 (Oct. 4) 1941. 
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In the present series of 34 patients there was an incidence of observed 
relapse of 32.3 per cent. Two patients with seronegative primary 
syphilis were well at five hundred and forty-eight and seven hundred 
and sixty days. Seven of the 8 patients with seropositive primary 
syphilis were well at from four hundred and nineteen to seven hundred 
and fifteen days, with only one relapse. The greatest incidence of relapse 
was encountered in the group of patients with secondary syphilis, in 
which 10, or 41.6 per cent, of the patients relapsed. Of the patients 
with relapsed secondary syphilis there were 7 (29.1 per cent) who had 
mucocutaneous relapses, at from ninety-six to three hundred and forty- 
seven days, and 3 (12.5 per cent) serologic relapses, at from one hundred 
and thirty-five to three hundred and seventy-six days. 

There was a disquieting incidence of late relapse. Although in 5 it 
occurred within less than six months following treatment, in the remain- 
ing 6 it appeared after six months. There was 1 case of serologic 
relapse as late as three hundred and seventy-six days. 

Three patients still under observation are showing some degree of 
seroresistance manifested by persistent reagin in the blood at from three 
hundred and eighty-three to six hundred and twenty-seven days. The 
therapeutic issue must remain doubtful in these patients. In view of 
the high incidence of relapse in this series, seroresistance can be regarded 
only as an unfavorable response to treatment. There are thus only 20 
patients, or 58.8 per cent of the total, whose serum gave a negative reac- 
tion and who were asymptomatic, and who may be regarded as having 
obtained a favorable result from treatment. 

Interpretation of these results must be made with due regard for 
the changing character of commercial penicillin.’ It is believed that 
the patients described in this paper were treated at a time when the 
therapeutic efficacy of penicillin was superior to that available at present 
(June 1946). 

SUMMARY AND CONCLUSIONS 

Thirty-four patients with early syphilis were treated with 600,000 
units of penicillin given intramuscularly over a period of four days. All 
cases were followed for a year or more. Twenty-nine were followed for 
eighteen months or more, 20 for twenty-one months or more and 14 for 
two years or more. 

An immediate, favorable treatment response, characterized by dis- 
appearance of spirochetes from surface lesions, healing of lesions and 
prompt decrease in serologic titer, was noted. 


5. The Changing Character of Commercial Penicillin, the Committee on 
Medical Research, the United States Health Service and the Food and Drug 
Administration, J. A. M. A. 131:271 (May 25) 1946. 
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There were 11 (32.3 per cent) cases of mucocutaneous or serologic 
relapse. The greatest incidence of relapse was observed in cases of 
secondary syphilis. The serum of 3 patients is still resistant. 

Only 20 patients, or 58.8 per cent of the total, were both seronegative 
and asymptomatic at the end of the period of observation. These patients 
may be regarded as having obtained a favorable result from treatment. 

In view of the already high incidence of relapse and with the pos- 
sibility of further relapse, it can be concluded that penicillin in a dosage 
of 600,000 units is inadequate for the treatment of early syphilis. 





RELAPSING SYPHILIDS OF THE GENITALIA 


Persistence of Lesions Seven Months After Serologic Reversion 


BRAULIO SAENZ, M.D. 
HABANA, CUBA 


*FECAUVSE of special involution of the lesions in a case of relapsing 

syphilids of the genitalia, a similar type of which I have not pre- 
viously observed (nor have I been able to find any reference thereto in 
the literature), I am presenting a résumé of my observation, in the hope 
that I may be enlightened in finding a possible interpretation of the para- 
doxic facts that I have observed. 


REPORT OF A CASE 


R. G., a white law student aged 25 years, weighing 160 pounds (72.6 Kg.), 
gave the history of a penile sore of the frenum early in July 1944. The lesion 
was examined and treated as soft chancre. On August 28, the serologic reaction 
was strongly positive. Weekly or every ten days, injections of neoarsphenamine, 
0.60 Gm., were given during September and October; the patient was then dis- 
missed without serologic control or further instructions. 

On Jan. 5, 1945, he asked my advice regarding lesions that had developed 


seven weeks previously. These were limited to the glans penis and its foreskin, 
the rest of the mucous membranes and skin being free. Generalized enlargement 
of the lymph nodes was observed. Spirochetes were demonstrated in the lymph 
from the inguinal nodes. The lesion that occupied most of the glans penis 
exhibited polycyclic borders and a rough clover leaf contour. Raised and deeply 
infiltrated, the entire thickness of the skin was involved, being therefore firm and 
solid to the touch. The color was a dull brownish red, and the surface was 
intact, dry and nonscaly. Two similar lesions, the size of a large pea and 
round, were located in the foreskin. The diagnosis of mucocutaneous relapse 
was established, the lesions presenting characteristics which in some respects 
differed from those of common secondary syphilids. Inadequate treatment induced 
in an early stage the development of lesions presenting some of the features ot 
tertiary manifestations. The Wassermann and Kahn reactions were strongly 
positive. On examination the spinal fluid proved normal. The patient received 
twenty-five injections of oxophenarsine hydrochloride, 0.06 Gm., one every three 
days, and one weekly injection of bismuth subsalicylate for a total of ten. 
On March 31 the Wassermann and Kahn reactions were strongly positive and 
the lesions remained unchanged, no new elements having appeared. 


Read at the Sixty-Sixth Annual Meeting of the American Dermatological 
Association, Hot Springs, Va., June 11, 1946. 

From the Department of Dermatology and Syphilology of the University of 
Havana Medical School and the Mercedes Hospital, Braulio Sdenz, M.D., 
Director. 
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Fig. 1.—A, slight acanthosis and hyperkeratosis. Atrophy of the corium is 
less pronounced in the vicinity of the papillae. There is a diffuse infiltrate, mostly 
consisting of plasma cells. B, pronounced panvasculitis, although total obliteration 
is not observed. 








652 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


A positive serologic reaction after such treatment is a commonly observed 
fact, but not so the lack of action on the lesions, which did not show any tendency 
to regression. The clinical diagnosis, established on the bases of history, clinical 
symptoms, results of dark field examination and serologic findings, required at 
this moment histopathologic confirmation. 

Histopathologic examination showed slight acanthosis and hyperkeratosis and 
atrophy of the corium, less pronounced in the vicinity of the papillae. Here 
existed a diffuse infiltrate, mostly consisting of plasma cells (fig. 1A). 

Pronounced hyperplasia of the collagenous fibers of the corium was present, 
with abundant newly formed blood vessels. These presented definite panvascu- 
laritis, although total obliteration was not observed (fig. 1B). There were areas 








Fig. 2—Areas of infiltration around the blood vessels, consisting of round cells, 
numerous plasma cells, epithelioid cells and a few giant cells. 


of infiltration, more pronounced around the blood vessels, consisting of round 
cells, numerous plasma cells, epithelioid cells and few giant cells (fig. 2). This 
picture corresponded to secondary syphilids. 

The failure of the energetic arsenical therapy supplemented with bismuth 
subsalicylate to cause involution of the lesions indicated that the patient, other- 
wise healthy and in perfect hygienic condition, was arsenic-bismuth resistant. 
In an effort to control resistance to treatment, the patient having refused the 
use of arsphenamine because the neoarsphenamine had been badly tolerated, it was 
determined to use penicillin instead of nonspecific measures. 

A total of 4,800,000 Oxford units was administered in intragluteal injections 
during fifteen days, ending April 20, conjointly with 6 Gm. a day of iodide of 
potassium by mouth for one month. After ten days of penicillin, the Wassermann 
and Kahn reactions were moderately positive, and they were totally reversed two 
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weeks later, on May 15. At that time the lesions had not been influenced by the 
therapy. The usually observed correlation between the behavior of the serologic 
reactions and the clinical symptoms was lacking. 

From May 20 to July 20 and from August 25 to October 25, the patient 
received two courses of twenty injections of oxophenarsine hydrochloride, 
0.06 Gm., and fifteen injections of bismuth subsalicylate. In between these two 
courses, 4,800,000 Oxford units of penicillin was given in fifteen days, preceded 
and followed by 6 Gm. per day of iodide of potassium. 

At that time the involution of the lesions had started in the central parts, 
and one month later, on November 20, the two lesions of the foreskin had 
undergone reabsorption, the one on the glans penis presenting the aspect of four 
lentil-sized papules, slightly raised and dry (fig. 3). 


Fig. 3.—Aspect of the lesions on November 20, four lentil-sized papules on 
the glans penis remaining of the original lesions. The two lesions of the foreskin 
had undergone reabsorption. 


The total regression was completed in about four weeks, seven months after 
the serologic reaction had been reversed. The surface appeared thinned and 
wrinkled, as observed in superficial atrophy. Serologic reactions and spinal fluid 
have remained normal ever since April 20. The cardiovascular system was normal. 


COMMENT 


The extremely slow involution of the lesions in this case did not 
coincide with the serologic reversion, as is commonly observed ; this was 
achieved after combined arsenical-bismuth therapy was complemented 
with penicillin and iodide of potassium. Two more arsenic-bismuth 
courses and, between these, one more treatment with penicillin and 
iodide of potassium were necessary to determine the total involution of 
the lesions, seven months after the serologic reversal had occurred. 

rhe hypothesis of an existing anergy is in this case untenable and 
also contradicted by the reversion of the serologic reaction and the non- 
appearance of new lesions. The explanation may be dependent on the 
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profound changes of the blood vessels and subsequent coherence of the 
infiltration. Nevertheless, the histopathologic picture is no different 
from that observed in common relapses of this type. 

Being unable to offer a satisfactory answer to the aformentioned 
facts, I am presenting the case in an effort to obtain a correct interpre- 


tation. 
49 O’Reilly Street. 
ABSTRACT OF DISCUSSION 


Dr. SAMUEL E. SwEITzER, Minneapolis: The diminishing response that some 
think is being derived from penicillin might be ‘due, as is stated, to an increas- 
ing resistance of the organism. In the laboratory, in order to get an increase in 
resistance to a drug, small doses must be given over a long period to build up 
resistance to that drug in the certain disease organism. How, in the few years’ 
time that penicillin has been used—just a short time—can one expect a spirochete 
to develop resistance to penicillin? For penicillin cures, say, 80 per cent, with 
perhaps 16 to 20 per cent of failures, so there would be 80 per cent of the patients 
that would be cured in the first place and they could not give the disease to anybody, 
and that would leave only 20 per cent to infect others. So I myself think that 
that one can be crossed off. 

The other question is, what has happened to the penicillin? Also, nothing has 
been stated as to how penicillin is made. it is an organism that is grown on 
mediums. The mediums on which an organism is grown give varying types and 
strengths of the organism that is being grown. One can tell that by ringworm 
cultures. Professor Bieter, at the University of Minnesota School of Pharmacy, 
talked this over at staff meetings at the Minneapolis General Hospital, and he gave 
as an explanation of some of the diminishing value of penicillin the fact that peni- 
cillin is grown on mediums made from corn. Corn this last year was not very 
good; it was not so good as it had been the previous year. The corn was 
green, and he made the statement that the mediums on which the penicillin was 
grown might have an influence on the organism that is being grown and influence 
the value of the results that are obtained. 

Dr. Uno J. Wiz, Ann Arbor, Mich.: I do not believe that the explanation 
offered by Dr. Sweitzer is the whole story. It may well be that penicillin is not 
so active therapeutically today as it was a year ago. However, I do not believe 
- that this is the sole. expianation. My associates and I have been using the material 
for a longer time, our cases have been followed longer and I think that we are 
getting what I should regard as an anticipated rate of failure. 

The K penicillin, which is under indictment as a possible cause for failure, has 
in fact been used only a short time and for a few pateints. 

It is entirely a Utopian point of view to expect a 100 per cent satisfactory 
result in any disease like syphilis, in which there will be two inevitably variable 
factors. The first factor is the individual patient, whose response to the infection 
can never be said to be uniform. The organism, likewise, is a variable factor and 
is subject to the same law of life with regard to the survival of the fittest as every 
other living thing is. For this reason, I think that it is proper to assume that 
there may be in existence or produced resistant strains to penicillin. 

I see no reason for a gloomy view of the therapy of penicillin in syphilis if 
60 per cent of the patients can be cured at this time with dosages which are still 
unsettled and with uncertain intervals of time. This would seem to me to be a real 
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achievement not possible with older methods of treatment, except in rare con- 
ditions, which extended over months and years. 

With regard to the dosage and interval of time, it seems not unlikely that the 
experience of dermatologists with syphilis will parallel that of the internists in 
viridans endocarditis. There is some similarity between these two infections. Both 
are sepses characterized by intermittent recurrences with dissemination into remote 
parts of the body, causing focal lesions; both have a tendency to remain quiescent 
for months and then to relapse. The internists have found that with empiric doses 
of penicillin a certain percentage of their patients recovered; then after weeks and 
months a few relapsed. These patients received larger doses; some of those for 
the second time achieved cure, and still others relapsed the third time. At the 
present time the internists find it necessary, to get a maximum result of treatment, 
to give from 60,000,000 to 80,000,000 units over a period of six weeks. Even with 
this large dosage and long interval of time there are certain strains of viridans 
streptococci which are entirely resistant and with which failure occurs. If peni- 
cillin is erroneously dosed today in the treatment of syphilis, I am convinced that 
patients are being underdosed rather than overdosed. Ultimately, much larger 
doses may have to be given, but they will sound less astronomic when they are 
specified in terms of milligrams instead of in terms of units. 


Dr. NoRMAN H. Epstein, San Francisco: I think that the case presented by 
Dr. Saenz is interesting and certainly unusual. This case must be accepted as one 
of relapsing syphilis, with the patient resistant to arsenical drugs and also penicillin. 

Dr. Saenz had an opportunity to make use of nonspecific measures locally in 
his case. It is known that T. pallidum does not resist temperatures of 41 C. for 
more than an hour. Local heat might have been used in the treatment of the 
lesion. The use of nonspecific measures generally, such as artificial fever therapy 
of course, is recognized as being of value in this type of case. I think perhaps that 
it might have altered the course of the disease. 


The papers on penicillin therapy which were presented here two years ago 
naturally stimulated the enthusiasm of every one in the use of penicillin in the treat- 
ment of syphilis. When penicillin became available, efforts were concentrated on 
the treatment of neurosyphilis, combining penicillin and fever therapy. Forty 
thousand units of sodium penicillin intramuscularly were given every three hours 
for fourteen days. This treatment was combined with artificial fever. The 
artificial fever was given usually on the third, seventh and tenth day and, if possible, 
on the fourteenth day. Fever was continued weekly until the patient had received 
fifty hours of fever. 

I have only impressions as to the therapeutic effects of this regimen. The most 
striking effect of penicillin therapy combined with fever was on the spinal fluid. 
It was particularly notable in the group III types of fluid. My colleagues and I 
had one example of a young person with dementia paralytica who was confused and 
disoriented and had to be sent to a state institution, where he was given malarial 
therapy. He improved clinically sufficiently to return to work and then was 
referred back for further treatment. Sixteen months later, the spinal fluid was a 
group III fluid; four months after penicillin and fever therapy, the spinal fluid 
was essentially normal. 

That is not an isolated instance, as there were many of that character, but, on 
the other hand, there were certainly a number of patients in whom the effect on the 
spinal fluid was disappointing. There were a number of others in which the 
colloidal gold curve flattened out so promptly that I think it can be said that it was 
not the fever therapy alone but that penicillin contributed to this result. We have 
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seen a better response to a combination of penicillin and fever therapy than to 
either alone. 

Dr. V. Parpo-CastEL_o, Habana, Cuba: I really have no definite explanation 
to offer as to the cause of the resistance to treatment of Dr. Saenz’ patient. I have 
been thinking ever since he told me about his case of several possible explanations. 
One of them is local infection. I remember in the old days when local syphilitic 
lesions would not heal readily they were treated with the old mercury plasters. | 
do not think that the mercurial plasters in such cases acted in any specific way 
but as an aid in removing the secondary infection that will not allow healing under 
any specific treatment. However, most secondary organisms in this case would 
have yielded to the treatment with penicillin. 

I think that the most scientific explanation one could offer would be a lack of 
response on the part of the patient. I think that it is a case in which although 
syphilis is being treated the syphilitic patient is not being treated, and that perhaps 
fever therapy or nonspecific treatment such as the injection of liver extract or 
injection of milk protein would have helped. 

In some of these cases, exposure to ultraviolet light has been tried, with a certain 
measure of success, producing, of course, a certain amount of cutaneous reaction. 

That would be the explanation that I should offer as being to my own satis- 
faction for the case of Dr. Saenz. 

If I may be permitted to say something about penicillin, I should say that I was 
interested from the beginning, because the Cuban government made me the 
comptroller of penicillin for Cuba, and I was glad to hear of the comparison 
Dr. Wile made between syphilis and chronic endocarditis. I had, in the beginning, 
refused the use of penicillin for endocarditis, because that is what my associates 
and I were told to do, until the physicians convinced me that the patients were 
improving; then we had to grant a certain amount of penicillin for these patients, 
and a number of them did get well. 

I ‘firmly believe that the same thing will be done with penicillin as was done 
with the arsphenamines. In the year 1912, when I was a student intern in my 
hospital, the arsenicals began to be used. First one injection would cure the 
patient; then it would be three or four, and then it would be a course of six or 
eight, until finally it was decided that there had to be repeated courses of arsphen- 
amine. I think that we are going to have repeated courses of several million 
units of penicillin at intervals, maybe, and I hope that that will be the answer, 
together with the arsenicals and the bismuth preparations as they are used today. 
I think that it will have to be done in some way that will not necessitate giving 
injections to the patient every three hours. 

I have been much disappointed, too, with the results of penicillin in late syphilis, 
particularly in syphilis of the nervous system. 

Dr. Duptey C. Situ, Charlottesville, Va.: This is an endless subject. I 
should like to say a few more words about the trend in the use of penicillin. The 
work that I reported here was a schedule that was started under the supervision 
of the Nationat Research Council. There has been a tendency to increase the 
dosage. After this schedule was used in our clinic, we increased the dose to 
2,400,000. Recently the schedule has been changed, and we are using 9,600,000 
units over a period of fifteen days (80,000 units intramuscularly every three hours 
day and night). 

The final answer has not been worked out. We do not know what the best 
schedule is, but we do know that small dosages do not give uniformly good results. 
Additional experience may indicate the desirability of, first, giving more penicillin 
at each injection; second, shortening the interval between injections; third, 
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lengthening the total time and dosage; fourth, repeating courses of treatment, or, 
fifth, employing other supplemental therapeutic agents. 

Some explanation of the increase of the proportion of penicillin K in commercial 
penicillin should be recorded. When the manufacturers were urged to increase 
their output of penicillin, they inaugurated several changes. Adjuvanjs were added 
to the mediums to stimulate the growth of the mold and also to cause the production 
of penicillin throughout the contents of the vats in which the mold was growing. In 
addition to adjuvants and other laboratory cultural changes, the strain of penicillin 
was changed. The manufacturers were being urged by governmental authorities 
and all others concerned to produce more penicillin, which they did. This penicillin 
tested out in the laboratory satisfactorily and seemed to meet all the required 
standards. On the Petri plate and in the test tube, it passed the tests that were 
required by the Food and Drug Administration. It was later discovered, though, 
that the results in the treatment of syphilis, as well as other infections, were not so 
good as those obtained with penicillin previously. The explanation of the lower 
therapeutic index of this penicillin was thought to be an incredse of penicillin K. 

After penicillin had been separated into its several fractions—F, G, X and K— 
‘it was discovered that penicillin K did not give a sustained blood level for more 
than about twenty minutes. In addition, it could not be recovered from the urine 
in amounts corresponding to that administered. This was interpreted to mean that 
penicillin K was destroyed or neutralized in the tissues, and this was thought to be 
the basis for the poor clinical results. The rapidly produced penicillin contained 
as much as 80 to 90 per cent of K, as compared with 10 to 20 per cent in the original 
commercial penicillin. I understand that this is now being corrected and that the 
penicillin being made at the present time, or certainly in the near future, will 
contain about 80 to 90 per cent penicillin G, with less K. 

Freedom of persons to try out different schemes of management, as suggested 
by Dr. O’Leary, is desirable ; however, it is necessary to pool the therapeutic results 
obtained with varying dosage in early syphilis in order that minimum standards 
of cure can be more quickly obtained. As I said earlier, a small group of cases 
will prove the inadequacy of a poor time-dosage schedule, but when the scheme of 
treatment approaches a curative standard a larger group of cases and more time 
are necessary for reaching a definite conclusion. 





LEISHMANIA VACCINE TEST IN LEISHMANIASIS OF THE 
SKIN (ORIENTAL SORE) 


Quantitative Experiments 


F. SAGHER, M.D. 
JERUSALEM, PALESTINE 


HE POSITIVE result of an intracutaneous leishmania vaccine test 
indicates that a person is going or has gone through an infection o1 
leishmaniasis cutis. No information can, however, be derived from the 
outcome of the tést as to the special type of leishmaniasis, which in this 
part of the world shows great diversity in its aspect and development. 
When tests are performed on a large material it has been noted that 
the same dose that in one infected person provokes a necrotic reaction 
is in another scarcely able to elicit a positive response at all. It was, 
therefore, interesting to study the law underlying this peculiar phe- 


nomenon. 

While in connection with tuberculosis this question offers great diffi- 
culty, since a large proportion of all adults give a positive reaction 
anyway, my associates and I were in the case of leishmaniasis guided 


by the more or less characteristic scar which is invariably left behind 
by the primary lesion of the skin. Jadassohn,t Martenstein and Noll,’ 
Scholtz,’ Sulzberger: and Wise,* Bonnevie and With,’ Bonnevie and 
Bj¢rnstad * and others were able to show that certain tuberculous condi- 


From the Dermatological Department of the Rothschild-Hadassah University 
Hospital, Head, Dr. A. Dostrovsky. 

1. Jadassohn, J.: Remarks on Tuberculin in Dermatology, Brit. J. Dermat. 
41:451-472 (Dec.) 1929. 

2. Martenstein, H., and Noll, R.: Statistische Untersuchungen iiber die 
Tuberkulin-reaktion, Arch. f. Dermat. u. Syph. 153:409, 1929. 

3. Scholtz,, W.: Ueber Wert und Spezifitat der Tuberkulinreaktion bei 
Luposen, Dermat. Ztschr. 53:775-777 (April) 1928. 

4. Sulzberger, M. B., and Wise, F.: Tuberculin: Newer Dermatological 
Considerations and Reasons for Its More General Use in Diagnosis, M. Clin. 
North America 14:1555-1568 (May) 1931. 

5. Bonnevie, P., and With, T. K.: Quantitative Untersuchungen zur Tuber- 
kulinreaktion (mit der graduierten Intracutanmethodik) bei verschiedenen Formen 
von Hauttuberkulose und Tuberkuliden bzw. bei tuberkulose-verdachtigen Haut- 
krankheiten, Arch. f. Dermat. u. Syph. 175:181-205, 1937; cited by Bonnevie and 
Bj¢grnstad.® 

6. Bonnevie, P., and Bjgrnstad, R.: Clinical Tuberculin Diagnostic by Means 
of Weak Intracutaneous Doses, with Special Regard to Tuberculous Skin Diseases, 
Acta dermat.-venereol. 21:9-37 (Feb.) 1940. 
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tions of the skin were characterized by a difference in their reaction to 
lower concentrations of tuberculin, and it seemed probable that in cutane- 
ous leishmaniasis too the different manifestations would be characterized 
by a different reaction to graded concentrations of vaccine. 


Experimental Setup—The studies described in the following para- 
graphs were carried out in the years 1941 to 1943. As to details of the 
vaccine used, the reader is referred to Dostrovsky.* The vaccine was 
freshly prepared every three months in winter and every four to six 
weeks in summer. The original concentration was of 1,000,000 leish- 
mania parasites per cubic centimeter. This original solution was used 
in the following dilutions, which were bottled in special flasks so that 
the same flask could be used for a number of experiments. 


Original 

Solution 1:10 1:100 1:1,000 1:10,000 1:100,000 1:1,000,000 1:10,000,000 
No. of parasites 
per 0.1 ce 100,000 10,000 1,000 100 10 1 0 0 


Injections were started with the lowest concentration, proceeding to 
the next higher concentration, in order to avoid the remaining in the 
syringe of remnants of a higher concentration. The injections were, 
without exception, given intracutaneously at the inner aspect of the arm 
and forearm. 

As it was not always possible to give the entire series of injections 
on one occasion, it was tried to get a general idea of the degree of sensi- 
tivity by a high, a medium strong and a low concentration, the accurate 
grading following in a second sitting. At the same time control tests 
were set up with tuberculin in concentrations of 1: 100,000 or 1: 50,000 
or a 0.5 per cent phenol solution. The reactions were watched for from 
forty-eight hours to one week and only in exceptional cases for longer 
periods. 

Reactions having, after forty-eight hours, developed to a diameter of 
0.5 cm. were marked 1 plus, those from 1.0 to 1.5 cm. were marked 2 
plus and those more than 1.5 cm. were marked 3 plus. Reactions smaller 
than 0.5 cm. were neglected, since their distinction from traumatic 
reactions is too difficult and results may, therefore, become confused. 

Tests were set up in a total of 84 cases of leishmaniasis cutis and in 
74 controls presenting various kinds of dermatoses. Of these controls, 
72 yielded a negative reaction, while 2 gave a positive reaction. Both 
patients with positive reactions had extensive furunculosis. 

Among the 84 patients with leishmaniasis, 50 were once, 20 twice 
and 14 three times submitted to a full series of tests in which partly the 
same and partly freshly prepared vaccine was used, in some cases after 
an interval of up to two years. 


7. Dostrovsky, A.: The Diagnostic Value of Leishmania Vaccine, Ann. Trop. 
Med. 29:123-128 (July) 1935. 
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The cases were grouped as follows: 

1. Leishmaniasis Nodosa (Early Stage).-—The term leishmaniasis 
nodosa was applied in all cases in which the process had been present for 
up to one year, including the ulcerative types. Histologically, these 
forms are, as a rule, characterized by the presence of chronic, nonspecific 
inflammation. 

2. Leishmaniasis Recidiva (Late Stage).—Leishmaniasis recidiva 
includes any process present for more than one year. Clinically, it is 
characterized by its resemblance to the lupoid forms of tuberculosis or 


TaBLE 1.—The Upper Limit of Sensitivity Toward Graded Concentrations of 
Parasites in Leishmania-Vaccine in the Different Types and Stages of 
Cutaneous Leishmaniasis 
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gummas, while histologically the tissue is usually that of a tuberculoid 
granulation. 

3. Transition Forms.—Transition forms are those in which lympho- 
genic spread is already noted in the first year as well as annular types, 
i. e., manifestations indicative of a merging into the late stage. 

A further subdivision into too many groups according to clinical 
characteristics seems inadvisable. Among the 84 patients with a positive 
outcome of the test 22 could not be followed, and only 62 could, therefore, 
be accurately checked and evaluated. 

From table 1 it appears that of 38 cases of leishmaniasis nodosa the 
reaction was positive in 34 up to a dilution of 1: 10,000, the maximum 
lying between 1: 100 and 1:10,000. No more than 4 patients had a 
higher sensitivity (between 1: 100,000 and 1: 1,000,000). 

Entirely different were the results in leishmaniasis recidiva. With 
it out of 20 patients 15 elicited positive reactions between dilutions 
of 1: 10,000 and 1: 10,000,000. Of the other 5, 1 patient gave a nega- 
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tive reaction and 1 yielded a positive reaction only with the original 
concentration. 

In 7 cases of the nodular type we had the opportunity of testing the 
patients during the presence and after healing of the lesions, but no longer 
than a few weeks or months later. In 2 of these cases a distinct increase 
in sensitivity was noted, while in the others there was no difference at 
all. The transition forms also displayed a high degreee of sensitivity. 


% Cases 


Leishmaniasis nodosa 
— — -- Leishmaniasis recidiva 





> =< Dilution 
"100 1000 1:10,000 1:100,000 11,000,000 110000000 





A graphic representation of the distributions shown in table 1. 


There was further the question as to whether the number and intensity 
of lesions has any bearing on the intensity of the intracutaneous reaction. 
This is shown in table 2. From table 2 it appears that in 42 persons 
presenting leishmaniasis nodosa no difference as to the degree of sensi- 
tivity was noted independent of whether there were one or fifty lesions. 


TABLE 2.—The Leishmania Test in Forty-Two Cases of Leishmaniasis Nodosa 
Arranged by the Number of Lesions ° 
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The sensitivity to the vaccine does not, therefore, show any parallelism 
to the number and severity of the lesions. 

In our tabulation the immediate reactions were entirely neglected. 
Berberian * described a sort of positive reaction which he was able to 


8. Berberian, D. A.: Cutaneous Leishmaniasis (Oriental Sore): I. Time 
Required for Development of Immunity After Vaccination, Arch. Dermat. & Syph. 


49 :433-435 (June) 1944. 
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produce with living leishmania cultures. In patients in whom micro- 
scopic observations were normal there developed, immediately after 
administration of the parasites, an immediate reaction characterized by 
urticaria and edema. A similar reaction is occasionally noted after appli- 
cation of leishmania vaccine, but we have not the impression that we are 
dealing with a specific response. 

Apart from control tests with phenol, in 51 cases tuberculin tests 
were set up in dilutions of 1: 50,000 and 1: 100,000. Of 20 patients 
with recurrent leishmaniasis 15 elicited negative reactions and 5 positive 
reactions. Of 31 patients with leishmaniasis nodosa 22 elicited negative 
reactions and 9 positive reactions. These figures are to a high degree 
in conformity with findings concerning the sensitivity toward tuberculin 
in this country. In any event, the types of leishmaniasis in which the 
histologic structure is of a tuberculoid character show no higher degree 
of sensitivity to tuberculin than the nontuberculoid types. 


COMMENT 


It appears that there is a decided difference in the results obtained 
in fresh and in long-standing infections of leishmaniasis; this is partic- 
ularly obvious in recurrent leishmaniasis as well as in the variants form- 
ing the transition to the recurrent type. 

There remains the question as to what conclusions we are allowed to 
draw from this increased sensitivity as long as the mechanism of the intra- 
cutaneous test is so little clarified. There seems to be no doubt that no 
parallelism need exist between sensitivity and immunity. That the 
individual patient, particularly with recurrent leishmaniasis, may show 
certain fluctuations so that the result of the test may be negative even 
in any concentration is only evidence of peculiar reactions taking place 
in the organism, with no spontaneous healing of leishmaniasis. 

From the foregoing it appears that recurrent leishmaniasis would 
have to be imagined to represent an extremely allergic type (similar to 
the papulonecrotic tuberculid in tuberculosis of the skin [Bonnevie and 
Bj¢grnstad *] ). 

From table 1 it is further seen that in part of the cases the reaction 
was still positive with dilutions in which no parasites were present. 
Although with reference to a dilution 1: 1,000,000 this cannot be main- 
tained with absolute certainty, since there is always the possibility of 
technical mistakes, there can be no doubt that the dilution 1: 10,000,000 
is actually free from parasites. Two patients with recurrent leishmaniasis 
still yielded a distinctly positive reaction with this dilution. This leads 
one to the question as to whether the leishmania parasite is able to pro- 
duce any kind of toxin and whether the positive reaction would represent 
a response to its activity. 
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SUMMARY 


Eighty-four patients presenting leishmaniasis nodosa and leishmaniasis 
recidiva received graded doses of leishmania vaccine intracutaneously. 

The response to the graded intracutaneous doses of the vaccine varies 
in degree for the different types of the disease. The fresh nodular types 
are those most frequently showing a positive response to dilutions of the 
vaccine of 1: 100 to 1: 10,000 (normergic zone). Recurrences and early 
forms with lymphogenic spread display reactions on a much higher 
average level, the maximum lying between 1: 10,000 and 1: 10,000,000 
(hyperergic zone). 

This goes to prove that the recurrent types of leishmaniasis have a 
more pronounced allergic component. These graded intracutaneous tests 
may possibly be of importance in the recognition of early infections tend- 
ing to develop into the recurrent form. 

The response to graded doses shows no parallelism to the number 
and severity of lesions. 





SYSTEMIC TREATMENT OF CREEPING ERUPTION 


J. M. HITCH, M.D.* 
RALEIGH, N. C. 


| bu THE time-honored but, unfortunately, always awkward and fre- 
quently unsatisfactory treatment of larva migrans as encountered 
in this country, various physical and chemical local applications have 
been employed. Since the classic delineation of this condition as seen 
in the southeastern United States by Kirby-Smith, Dove and White? 
in 1926, there had been no radical changes in its therapy until D. C. 
Smith? introduced the use of fuadin in 1943. Following this real 
advance in therapeutics, reports have appeared which in the main 
substantiate the observation that this antimony compound is in many 
instances toxic for the larva (Wilson * and Rubin‘). However, some 
investigators have found that the medicament is frequently ineffective in 
completely eradicating the infestation (Blank ° and Dolce and Franklin °). 
Recently Hailey and Hailey’ reverted to local therapy after becoming 
discouraged with the use of fuadin systemically and reported cures 
with the application of onion poultice. 

Early in the summer of 1945 it became evident that larva migrans 
would be fairly prevalent in the southeastern United States. Because 
the efficacy of the various forms of treatment is a moot question, it was 
decided to study the problem by extending the investigation to other 
drugs and to tabulate the various factors in each case in an effort to 
account for the success or failure of each medicament. 


* Formerly Commander in the Medical Corps of the United States Naval 
Reserve. ; 

This article has been released for publication by the Division of Publications 
of the Bureau of Medicine and Surgery of the United States Navy. The opinions 
and views set forth in this article are those of the writer and are not to be 
construed as reflecting the policies of the Navy Department. 

1. Kirby-Smith, J. L.; Dove, W. E., and White, G. F.: Creeping Eruption, 
Arch. Dermat. & Syph. 13:137 (Feb.) 1926. 

2. Smith, D. C.: Treatment of Creeping Eruption with Sodium Antimony 
Biscatechol (Fuadin), J. A. M. A. 123:694 (Nov. 13) 1943. 

3. Wilson, J. F.: Treatment of Creeping Eruption with Fuadin, J. Florida 
M. A. 30:425 (April) 1944. 

4. Rubin, S. S.: Creeping Eruption, J. A. M. A. 124:668 (March 4) 1944. 

5. Blank, H.: Use of Fuadin in Creeping Eruption, J. A. M. A. 123:989 
(Dec. 11) 1943. 

6. Dolce, F. A., and Franklin, J. E.: Creeping Eruption, Arch. Dermat. & 
Syph. 52:174 (Sept.) 1945. 

7. Hailey, H.: Treatment of Creeping Eruption (Lava Migrans), South. 
M. J. 39:371 (May) 1946. 
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From July to December approximately 40 cases were seen, of which 
33 are used in whole or in part in this report. All these cases were 
observed at a naval hospital serving a large Marine base in southeastern 
North Carolina. This region is sandy and during the period of this 
observation was subjected to excessive rainfall. A few of the patients 
were servicemen, who were hospitalized, but the majority were minor 
dependents, living nearby and seen as outpatients. The residence of 
these outpatients was largely from two sections: the first, a wartime 
housing project, which, though planted, still has much bare sandy soil, 
and, the second, a “trailer camp,” which offers only deep sand in which 
the children can engage in outdoor play. Both of, these residential areas 
are heavily populated by dogs and cats, many of which are strays because 
of the rapid turnover of personnel. 

In the period when most of these cases were being observed, several 
stray and attended dogs and cats from the localities concerned were 
examined for intestinal parasites. Ankylostoma braziliense ova were 
almost universally present, but no other parasites or ova were found. 
This observation was corroborated, in the main, by the veterinarians 
at the nearby Marine War Dog Training School. Since no other source 
of infestation was obvious and the clinical picture and local conditions 
were practically identical with those in the classic descriptions of Kirby- 
Smith, Dove and White, White and Dove ® and Shelmire,® it was felt 
that it was justified to assume that the patients were suffering from 
infestation with the third stage larvae of Ankylostoma braziliense. 


CLINICAL AND LABORATORY DATA 


As mentioned previously, there were 33 patients from whom suf- 
ficient information was obtained to warrant inclusion of some phase 
of their study or treatment in this report. Five of these patients had 
definite clinical evidence of reinfestation following cure, and their cases 
are considered separately. Nine were young adults and the remainder 
children between the ages of 1 and 7 years, with the preponderance of 
patients in the second to fourth years. The studies made failed to reveal 
any significant difference between the age groups as regards the physio- 
logic response to this infestation or therapeutic results (table 1). 

In this group, lesions were observed on all portions of the body 
except the head. There were, of course, more lesions on the feet than 
elsewhere. The number of active larvae ranged from one to considerably 
more than a hundred on a single patient. Neither the location of the 
eruption nor the number of lesions seemed to affect response to treat- 


8. White, G. F., and Dove, W. E.: The Causation of Creeping Eruption, 
J. A. M. A. 90:1701 (May 26) 1928. 

9. Shelmire, J. B.: Experimental Creeping Eruption from a Cat and Dog 
Hookworm (A. Braziliense), J. A. M. A. 91:938 (Sept. 29) 1928. 
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ment or influence the laboratory findings except possibly in 2 adult 
patients, who, having approximately sixty and one hundred active 
larvae, showed a relative eosinophilia of 32 and 22 per cent respec- 
tively. These were the highest eosinophilias observed, though several 
patients with few lesions exhibited striking increases in eosinophil count 
(table 1). 

The time between the first observation of the disease and initiation 
of treatment varied between one and thirty days but seemed to have 
no bearing on the outcome. 


TABLE 1.—Results of Examination of Patients with Creeping Eruption 
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* The patients’ numbers assigned here remain constant in the tables following. 


Routine studies of the eJzments of the blood failed to show any 
significant effect on the red cells. In the 26 patients in whom this 
factor was determined, the erythrocyte count varied from 3,350,000, 
with a hemoglobin content of 53 per cent (an obviously chronically 
anemic child), to 5,350,000, with a hemoglobin content of 97 per cent. 
An average reveals a red cell count of 4,220,000 and hemoglobin content 
of 77 per cent. On the other hand, the same number of patients showed 
a definite tendency to mild leukocytosis. White cell counts ranged from 
4,800 to 16,000, with an average of 9,272. Differential counts showed 
no appreciable alteration in the relationship of the various elements 
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except for eosinophilia, which in a few cases was considerable. Shel- 
mire® and Wright and Gold,’® among others, have found this also. 
These counts were usually obtained on the patient’s first visit, but, since 
the duration of the disease at the time of the patient’s initial visit varied 
widely, the cell counts and differentials would seem to reflect a fair 
cross section of the leukocytic response during the active phase of the 
disease. The eosinophil counts ranged from 0 to 32 per cent, with an 
average of 7 per cent. As previously mentioned, the highest eosinophilia 
(case 3: 32 per cent of 11,250 white blood cells) was obtained in a 
hospitalized adult patient who presented approximately sixty larval bur- 
rows. With clinical improvement following treatment this eosinophilia 
dropped to 5 per cent. Another adult patient (case 2), with more 
than one hundred active lesions, revealed an eosinophilia of 22 per 
cent, but with the patient under therapy the eosinophil count subse- 
quently returned to normal (table 1). 

Apparently infestation with Ankylostoma braziliense is capable of 
producing an increase in the erythrocyte sedimentation rate, though no 
correlation between the speed of sedimentation and the severity of infesta- 
tion could be found. .The adult patient with sixty larvae, previously 
referred to, had a sedimentation rate of 19 mm. in one hour. On the 
other hand, the adult patient with more than one hundred active lesions 
showed a sedimentation rate of only 5 mm. in one hour. In twenty- 
four determinations of the erythrocyte sedimentation rate the values 
ranged from 2 to 21, with an average fall of 11.5.mm. in one hour. 
Despite the known volatile character of this test in children, it is felt 
that the findings in this group justify the conclusion that infestation with 
Ankylostoma brazjliense causes a moderate increase of the sedimenta- 
tion rate (table 1). This finding is at variance with that of Wright 
and Gold,’® who demonstrated normal rates in patients with larva 
migrans except for 1 patient who had concomitant cellulitis. 

The stools of 12 patients were examined for ova and parasites. 
In none of these was Ankylostoma braziliense found. In 3 the 
results were positive for other intestinal parasites, viz., lodamoeba 
buetschlii, Endamoeba coli and Giardia lamblia. This finding follows 
many of the previous observations ** that the dog and cat hookworm 
as encountered in this section is not an intestinal parasite for human 
beings. 

Since Wright and Gold *® recently recounted the roentgenographic 
demonstration of a pulmonary infiltration as a concomitant pathologic 
change in creeping eruption, roentgenograms of the chest were obtained 
in 13 of these patients. All were negative for any type of pulmonary 


10 Wright, D. O., and Gold, E. M.: Loeffler’s Syndrome Associated with 
Creeping Eruption, J. A. M. A. 128:1082 (Aug. 11) 1945. 
11. Kirby-Smith, Dove and White.1. Shelmire.? Wright and Gold.'° 
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abnormality. Wright and Gold reported that the changes were migratory 
and transient, and they obtained serial studies in their 9 cases with‘ 
pulmonary infiltration’ In the patients presented here repeated roent- 
genologic examinations of a single patient were not obtained, but in 
consideration of the entire group, roentgenograms were examined which 
were made from the third to seventy-second day of the disease. 


TREATMENT 


Four drugs were used in the systemic treatment of this group of 
patients. These were fuadin, neostibosan (diethylamine para-amino- 
phenylstibinate), antimony and potassium tartrate and oxophenarsine 
hydrochloride. All were used with the emphasis on the clinical approach. 
This, of course, leaves much to be desired when one is attempting to 
make a statistical assay of the results. Many factors appeared in the 
study to vitiate a clear picture of the outcome. The chief one of them 
was the large number of patients lost from observation as a result of 
military transfer of the fathers. Others were occasional lack of coop- 
eration, difficulty in continuing the administration of a certain drug 
(e. g., intravenous administration in small children or nausea) and the 
accurate determination of cure. This last factor is of considerable 
importance in the evaluation of any treatment for creeping eruption. 
Long periods of dormancy have been reported by Rigdon *? and others, 
and there is no test other than clinical observation to verify the results 
of therapy. Ail the patients presented here were observed for at least 
several weeks following the last treatment before a satisfactory outcome 
was assumed. In no case was reinfection diagnosed if there was any 
reasonable doubt as to the previous cure. In the tabulation and dis- 
cussion of the results with the various drugs used, no reference is made 
to the patient’s age, number and location of the larvae or the laboratory 
findings, since none of these seemed to influence the outcome. 


Fuadin (Sodium Antimony III Bis-catechol-2,4 Disulfonate)— 
Fuadin was given either originally or after another drug which had been 
discontinued because of failure or difficulty with continued administra- 
tion. The dosage was 5.0 cc. intramuscularly in adults and a propor- 
tionate amount based on age and size in children. In general, the 2 to 
4 year old patients received 1 to 1.5 cc. Injections were usually given’ 
evety day or every other day. In all, 17 patients received fuadin. 


Table 2 shows that in several instances this antimony compound 
was probably not given an adequate trial before treatment was changed. 
On the other hand, several patients received more than ten injections 
without cure, while others experienced definite satisfactory outcome 


12. Rigdon, R. H.: Creeping Eruption (Ankylostoma Braziliense Infestation) 
with Spontaneous Remissions and Recurrences, J. Pediat. 16:637 (May) 1940. 
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with but few doses of fuadin—one with two injections totaling 3.0 cc. 
(case 1). With the scheme of treatment used, cures were demonstrated 
in slightly less than half the cases adequately followed (table 2). 


Neostibosan (Diethylamine Para-Aminophenylstibinate).— Since 
treatment with fuadin did not seem entirely satisfactory, it was decided 
to compare the clinical response with other antimony compounds. So 
far, two of these have been used (neostibosan and antimony and potas- 
sium tartrate). In neither was precedent in dosage for this type of 
disease available, and it is appreciated that larger doses may have proved 
more efficacious. Roughly, adults received 0.15 and 0.2 Gm. and small 
children (2 to 4 years of age) 0.05 Gm. of neostibosan, with intermediate 


TABLE 2.—Results with Fuadin 
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* Total cases: 17. 
+ Results of treatment were as follows: cured 5, unknown 6 and failure 6. 


ages in proportion, every day or every other day. All injections were 
given intravenously except to the patients in cases 3 and 8, who received 
two intramuscular injections each. This method of administration was 
abandoned because of severe pain. Table 3 shows the results with 
neostibosan used in 10 cases. 

It is evident that results with this drug were highly inconsistent. 
Preceding fuadin treatment seemed to have no effect on the outcome. 
The 3 patients cured with neostibosan had no previous therapy; yet 
they experienced complete relief with few injections (cases 8, 12 
and 16). A hypothesis that fuadin and neostibosan are chemically antag- 
onistic seems untenable, particularly since in these cases several days 
elapsed between administration of the two drugs. In contradistinction 
to the patients cured with a minimal number of injections, attention 
is called to a patient (case 14) who received twelve injections without 
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demonstrable benefit. Though the number of patients treated with 
this drug is small, it appears that the results are of about the same 
order as those obtained with fuadin (37 vs. 45 per cent of cures in cases 


followed). 


Antimony and Potassium Tartrate-—Antimony and potassium tar- 
trate was given to only 2 patients. One adult received doses of approx- 
imately 0.1 Gm. and 1 child 0.01 Gm. intravenously. The results 


appear in table 4. 


TABLE 3.—Results with Neostibosan 








Previous No. of Total, Time, 
Patient * Treatment Injections Gm. Days Outcome t 


3 0.65 3 Change to antimony and 
potassium tartrate 
3 0.80 10 Change to oxophenarsine 
hydrochloride 
0.20 3 Change to fuadin 
1: 14 Change to fuadin 
. 16 Ohange to oxophenarsine 
hydrochloride 
Unknown 
Unknown 
Cured 
Cured 
Cured 


— 
to @ 


Rh OM 





¢t Results of treatment were as follows: cured 3, unknown 2 and failure 5. 


TABLE 4.—Results with Antimony and Potassium Tartrate 


= 








Previous No. of Total, Time, 
Patient * Treatment Injections Gm. Days Outcome t 


3 Fuadin (x 13), neo- 8 0.75 1 Cured 


stibosan (x 3) 
17 N 0.01 1 Vomiting; change to fuadin 





t Results of treatment were as follows: cured 1 and failure 1. 


It is felt that no conclusions can be drawn from these 2 cases. The 
patient in case 3, with approximately sixty larvae, had been infested 
for fifty-six days and received appreciable other antimony therapy 
before antimony and potassium tartrate was given. It is possible that 
the age of the larvae and the toxicity of the previous antimony prepara- 
tion aided in their destruction. 

In both cases nausea was great, and in case 17 severe vomiting 
precluded the further use of this drug. : 


Oxophenarsine Hydrochloride.—Since the treatment of larva migrans 
with the three available antimony compounds had not proved wholiy 
satisfactory, it was decided to investigate the effects of a similar chemical 
—arsenic—on this infestation. This study was begun in August 1945, 
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and oxophenarsine hydrochloride has been the only compound investi- 
gated to date. 

An effort was made to administer a treatment every three to five 
days, and in all instances the drug was given intravenously. Adults 
usually received 0.06 Gm. and children a smaller dose, based roughly 
on size. The 2 to 4 year old patients usually were given 0.015 Gm. 
A total of 17 patients were treated with this method. ; 

It is seen that the results with oxophenarsine hydrochloride, which 
appear in table 5, are somewhat superior to those obtained with the 
antimony compounds. In this series 63 per cent of cures were ‘obtained 
in the cases adequately observed. Again previous antimony therapy 
did not seem to alter the outcome. 


TABLE 5.—Results with Oxophenarsine Hydrochloride 
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Patient * Treatment Injections Gm. Days Outcome t 
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* Total cases: 17. 
t Results of treatment were a8 follows: cured 8, unknown 4 and failure 5. 


There were no severe reactions to the drug, and only 1 patient 
(case 33) experienced vomiting. 


COMMENT 


Adequate evaluation of any new form of treatment requires much 
more extensive clinical trials than those presented in this report. How- 
ever, it is felt that the publication of this material is justified because no 
large series of cases of larva migrans has been presented since the 
introduction of systemic treatment with fuadin in 1943. 

Notwithstanding conflicting reports on the efficacy of fuadin in infes- 
tation of human beings with Ankylostoma braziliense, there is no doubt 
that in certain cases it is larvicidal. In about the same proportion 
of cases neostibosan proved satisfactory in this small series. The other 
antimony compound employed—antimony and potassium tartrate—was 
used in only 2 cases. In 1 of these, use of it was discontinued after 
one injection because of vomiting, and in the other the patient had an 
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old infestation and had received much previous treatment. Therefore 
no conclusions can be drawn relative to this drug. 

The first few patients in whom arsenic in the form of-oxophenarsine 
hydrochloride was employed responded rapidly, and for a considerable 
period it was felt that a perfect remedy had been discovered. However, 
further observation of these patients and succeeding patients consider- 
‘ably dimmed this view. I first mentioned the successful use of oxo- 
phenarsine hydrochloride and its limitations in discussing Hailey and 
Hailey’s paper on larva migrans presented at the meeting of the Southern 
Medical: Association in November 1945.1* Now, after an adequate 
follow-up period, it appears that oxophenarsine hydrochloride is at least 
slightly superior to the antimony compounds as a larvicide in Ankylos- 
toma braziliense infestation. 

In the group of cases reported here the juggling from one drug to 
another, with perhaps resultant inadequate dosages, undoubtedly vitiates 
the results. However, since all the medicaments were employed in 
essentially the same manner, comparison appears justified. 

Relief from pruritus and temporary cessation of migration, often 
in a few hours, with both antimony and arsenic compounds bears 
adequate testimony to the larvistatic properties of all of them. The 
clinical impression was that this is somewhat commoner with oxophen- 
arsine hydrochloride. 

The lack of correlation between the severity or duration of the 
disease and its response to treatment is disturbing and unexplained. 
Similarly, the absence of parallelism between amounts of drug used, 
whether singly or in combination, and cure is inexplicable. However, 
the possibility of greater efficacy by a great increase of the dosage, 
principally by more frequent injections, seems worthy of consideration. 
This appears particularly applicable in the case of a rapidly eliminated 
drug given intravenously such as oxophenarsine hydrochloride. Since 
this group of patients was largely composed of small children, such 
procedures were not deemed advisable. 

A comparison of the various drugs used in this study indicates that 
the arsenical is slightly superior as a larvicide; on the average it effects 
cures with less frequent and fewer injections than fuadin and with less 
frequent treatments than neostibosan. Fuadin enjoys the distinct 
advantage of mode of administration, particularly in dealing with small 
children. Intramuscular administration of neostibosan causes far too 
much discomfort, though intravenously it seems reasonably free of 
undesirable reactions. Gastrointestinal upsets in the limited number 
of cases in which antimony and potassium tartrate was used were far 
too great to justify its use for such a benign disease. 


13. Hitch, J. M., in discussion on Hailey and Hailey.” 
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Since the various local treatments of larva migrans are far from 
satisfactory and evidence is at hand that both antimony and arsenic used 
systemically are frequently larvicidal, a further investigation of these 
and perhaps other chemicals is definitely indicated. 


SUMMARY 


Thirty-three cases of classic larva migrans presumably caused by 
Ankylostoma braziliense and observed at a military establishment in 
southeastern North Carolina during the summer of 1945 are presented. 

No correlation between age of the patient, duration of the disease 
or number of infesting larvae and course of the disease could be 
demonstrated. 

The larva apparently does not produce anemia. 

A moderate leukocytosis with eosinophilia and increase in the sedi- 
mentation rate usually accompanies this infestation. 

A concomitant pulmonary infiltration was not demonstrated. 

No evidence of migration of the larva to the intestinal tract was 
found. 

Larvistatic and larvicidal properties of both antimony and arsenic 
compounds were definitely demonstrated. 

Fuadin, neostibosan, antimony~ and potassium tartrate and oxo- 
phenarsine hydrochloride were used systemically. Cures were obtained 
in from 37 to 63 per cent with these compounds. The evidence at 
hand indicates that oxophenarsine hydrochloride is probably superior 
to the others employed for this disease. 





MORBUS MONILIFORMIS LICHENOIDES 
Variant Types 


ALBERT R. McFARLAND, M.D. 
ROCHESTER, N. Y. 


U’ IS my purpose in this paper to review 3 cases of lichenoid lesions of 
the skin which more or less come under the heading of lichen ruber 
moniliformis or morbus moniliformis lichenoides. The first case I have 
studied in detail; the second case I had the opportunity to observe 
periodically for several years, and mention is made of a third case, which 
has been reported by Wise and Rein, by way of comparison. 

Since Erasmus Wilson’s first description of lichen planus in 1869, 
many clinical variations of this disease have been described. These 
include the well known hypertrophic, atrophic, linear, annular, bullous 
and erythematous types. In addition to these, various cases have been 
reported in the literature from time to time which do not exactly fit 
in with the picture of lichen planus either clinically or histologically. 
Ormsby * in 1910 reported a group of 6 cases of lichen sclerosus in which 
he felt that the conditions were forms of lichen planus. 

Nomland ? in 1930 reported a series of cases of lichen sclerosus 
et atrophicus and white spot disease which were interpreted as being 
essentially different from lichen planus. In 1940 Montgomery * pub- 
lished a paper on lichen sclerosus et atrophicus, maintaining that this 
disease was hydropic and degenerative in character and was distinctive 
from atrophic lichen planus, on the one hand, and guttate morphea, on 
the other. In 1886 Kaposi* reported the case of an atypical lichenoid 
disease, to which he gave the name lichen ruber moniliformis. He 
stated the belief, however, that it was a form of lichen planus. In 
1936 Wise and Rein ° reviewed 16 reported cases of lichen ruber monili- 
formis and also reported a case of their own. This case they felt was 


Read at the Sixty-Sixth Annual Meeting of the American Dermatological 
Association, Hot Springs, Va., June 11, 1946. 

1. Ormsby, O.: Lichen Planus Sclerosus et Atrophicus (A Report of Six 
Cases with a Review of the Literature), J. A. M. A. 40:901 (Sept. 10) 1910. 

2. Nomland, R.: Lichen Sclerosus et Atrophicus (Hallopeau) and Related 
Cutaneous Atrophies, Arch. Dermat. & Syph. 21:575 (April) 1930. 

3. Montgomery. H., and Hill, W. R.: Lichen Sclerosus et Atrophicus, Arch. 
Dermat. & Syph. 42:755 (Nov.) 1940. 

4. Kaposi, M.: Lichen Ruber Moniliformis, Vrtljschr. f. Dermat. 13:571, 1886. 

5. Wise, F., and Rein, C. R.: Lichen Ruber Moniliformis (Morbus Monili- 
formis Lichenoides), Arch. Dermat. & Svph. 34:830°(Nov.) 1936. 
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similar to the one originally reported by Kaposi, but they interpreted 
it differently. They felt that the clinical and histologic picture was 
inconsistent with that of lichen planus and that it should be considered 
a disease sut generis. 

They suggested the name morbus monriliformis lichenoides. They 
felt that the following points justified the establishing of this new 
entity: (1) the clinical picture, which consisted of a bizarre arrange- 
ment of waxy papules, nodules and keloid-like, elongated strands, form- 
ing parallel ridges chiefly on the neck and flexor surfaces of the arms and 
legs and disposed in conspicuous vertical rows corresponding to the long 
axes of the neck and extremities; (2) histologic changes characteristic 
of lichen planus not observed, the essential pathologic changes being 
vasculitis and perivasculitis with degenerative changes in the corium, 
and (3) lack of response to therapy for lichen planus and no tendency 
to spontaneous recovery. 

I should agree with Wise and Rein in their interpretation of their 
case and of the case reported by Kaposi. 


REPORT OF CASES 


CasE 1.—Sister X first consulted me in July 1941. She was a 33 year old nun. 
She stated that in December 1940, a rash had developed on her back and chest. 
The onset was rather sudden, the lesions reaching approximately their present 
appearance in about two weeks’ time. Since then there has been no tendency 
either to spread or to regress. Examination showed two types of lesions, 
a lichenoid type and an urticarial type. The lichenoid type consisted of dusky 
yellowish papules and nodules of from 1 to 4 mm. in diameter. Some of the 
larger nodules gave the impression of being rather translucent, with a slight 
yellowish tinge. They were firm on pressure. They were dome shaped and 
showed no umbilication or polygonal contour. There was no inflammatory reac- 
tion at the base and no tendency to scaling, the surface being smooth and shiny. 
As to distribution, the denser areas were on the chest and on the back, between 
the shoulders and extending in a V shape almost to the waist. On the arms and 
deltoid region the lesions were moderately dense, becoming less so toward the 
wrists and hands, where only a few scattered lesions were found. The flexor 
surfaces were comparatively free. A few small lesions were found above the 
right eyebrow; otherwise the face was clear. The mucous membranes were 
not involved, and no lesions were present below the waist or on the legs or feet. 
There were no excoriations, and the patient stated that there was no itching or 
burning from these papular lesions. 

The urticarial lesions were of an annular and arciform type. Some were 
small, but most of them were 4 to 6 inches (10 to 15 cm.) in diameter. They 
were somewhat fugacious, although some lesions were observed which existed 
for several days. They gave one the impression of erythema multiforme or 
erythema perstans. These urticarial lesions itched intensely in contrast to the 
papular lesions and were observed to come on all parts of the body from time 
to time. She had never been free from these lesions for more than three or four 
days at a time since the onset. 
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A general medical examination carried out at St. Mary’s Hospital was 
essentially noncontributory. The patient was well nourished, had no complaints 
and seemed to be in the best of health. There was no evidence of sinus infection, 
her tonsils had been removed and the throat showed no congestion. The teeth 
were in good condition, and dental roentgenograms showed no pathologic changes, 
Examination of the chest, abdomen and extremities showed nothing abnormal. 
There was no evidence of arthritis, and there had been no complaints of either 
muscular pain or pain in the joints. She was a member of a large family, and 
no other member of the family had had any similar trouble. 


Laboratory Studies.—The blood cell count showed 4,500,000 red cells and 90 per 
cent hemoglobin. The white cell count showed 6,800 cells. The differential count 








Fig. 1 (case 1).—Cutaneous lesions of Sister X. 


was as follows: polymorphonuclear leukocytes 42 per cent, lymphocytes 48 per 
cent, monocytes 2 per cent, eosinophils 4 per cent and myelocytes 4 per cent. 
The Wassermann reaction was negative. Culture of the blood showed no growth. 
Studies of the blood fat, done by the pathology department of St. Mary’s Hospital, 
gave results as follows: total cholesterol content 50 mg. per hundred cubic 
centimeters, total fatty acid content 90 mg. and total lipid content 148 mg. These 
values are lower than normal, but whether they are of any significance is difficult 
to say. The urine contained no sugar, albumin, casts or red or white cells. 
The specific gravity was 1.020. A determination of the blood sugar content 
gave a value of 120 mg. One of the nodules was removed aseptically and was 
cultured aerobically by the pathologist. No growth was obtained after three weeks. 
In order to rule out a diagnosis of amyloid disease, injection about the lesions 
was made with 1 per cent congo red. The nodules did not absorb any of the dye. 
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Two biopsies were performed. One specimen of a flat lesion which seemed to 
be inactive was submitted to Dr. Herbert Brown, pathologist, who reported 
some slight acanthosis, round cell infiltration about blood vessels of the corium 
with thickening of the vessel walls and some degeneration of the collagen in 
deeper areas. 

A second biopsy specimen, of a large active-appearing lesion, was taken ‘and 
sent to Dr. Fred Weidman for examination: His report is as follows: “Micro- 
scopically the reaction is found to be a polymorphonuclear perivascular one. 
This at once brings into consideration conditions which have as their basis a 
factor such as that concerned in rheumatism. It is an outside possibility that 


Fig. 2 (case 1).—Section under low power magnification, showing perivascular 
infiltration of lymphocytes and polymorphonuclear cells, edema, collagenous degen- 
eration and necrosis with some attempt at regeneration. 


it is periarteritis nodosa. More likely these are closely related to rheumatic 
nodules, although the distribution is not exactly right for that. Xanthomatous 
conditions can be definitely excluded, such as might be implied by the yellowish 
color observed clinically.” 

Summary of Histologic Studies.—In the slide of the larger, more active lesion, 
the epidermis shows slight hyperkeratosis. The granular layer, prickle cell layer 
and basal layer show about normal relationship. Acanthosis is absent, and an 
area of pressure atrophy is present over the active lesion. The most obvious 
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pathologic change consists of a round, well circumscribed area of celiular infiltrate 
extending from immediately beneath the epidermis down deep into the corium. 
This area consists largely of polymorphonuclear cells with some round cells. 
The infiltrate is largely perivascular, and there is thickening of the blood vessel 
walls and some thromboses. Extensive edema and minute areas of necrobiosis 
are seen. A feeble attempt at regeneration of the connective tissue may be seen 
at the periphery. Elsewhere in the corium areas df collagenous degeneration are 
observed, in some places amounting to a homogeneous, basophilic mass. 


Fig. 3 (case 1).—Section under high power magnification, showing polymor- 
phonuclear infiltrate. 


The slide of the flat, more inactive lesion shows a slightly different picture, 
probably due to the age of the lesion. There is absence of the polymorphonuclear 
infiltrate and instead a moderate round cell infiltration about blood vessels. There 
is some degeneration of the collagen, and the epidermis shows moderate acanthosis. 

A section stained with sudan III showed no excess extracellular fats. The 
photographs presented show the clinical appearance of the lesions and some of 
the histologic changes observed. 





McFARLAND—MORBUS MONILIFORMIS LICHENOIDES 679 


Treatment.—No change in the clinical picture was obtained by the administra- 
tion of eight roentgen ray treatments of 80r each at weekly intervals together 
with bismuth therapy. The patient was then given 75,000 units of vitamin A 
daily for a period of two months, without improvement. With the thought that 
the disorder might be due to some blood-borne infection, she was given 4 Gm. 
of sulfadiazine daily for ten days. Neither the urticarial nor the lichenoid lesions 
were influenced by any of these procedures. Now, after an observation period 
of five years, her eruption is unchanged. She has no complaints except that she 
tires easily. The results of physical examination remain essentially normal. 

Case 2.—Mr. G, a man aged 50, was presented before the Buffalo-Rochester 
Dermatological Society in 1935. He showed a generalized lichenoid rash ot 
about three years’ duration. In spite of atypical pathologic changes and clinical 
course, a diagnosis of lichen planus was made by most of the members present. 
About a year later he was again presented at the same society, and this time 
the diagnosis of amyloid disease was suggested, because of the progressive 
thickening and lardaceous character of the skin. However, a congo red test 
performed elicited a negative reaction. In 1936 the patient was presented at the 
Central States Dermatological Association at Cleveland. Several of the patholo- 
gists at that time felt that the microscopic picture was at least compatible with 
the diagnosis of lichen ruber moniliformis or morbus moniliformis lichenoides. 
Later, sclerodermatous changes developed, with typical sclerodactylia, firmness of 
subcutaneous tissues of the trunk and extremities and sclerotic changes in the 
face, producing a masklike expression and great limitation of ability to open 
the mouth. He died two years later of malnutrition and changes incidental to his 
generalized progressive scleroderma. 

Case 3.—The third case I wish to refer to is that reported by Wise and Rein > 
in 1936. In a personal communication Dr. Wise told me that this patient died 
of cardiac disease at the age of 38. The autopsy revealed nothing of significance 
except in the heart. This may or may not be significant, as I do not have details 
of the autopsy, but it is at least suggestive of a possible relationship between the 
cutaneous lesions and vascular disease in so young a patient. 


In comparison with this case of Wise and Rein, I would call attention 
to the following variations in case 1 and case 2. First, the patient in 
case 1 showed a rather uniform distribution of lesions and did not have 
the parallel bands or linear beadlike arrangement described by Kaposi 
and by Wise and Rein. Second, the lesions were confined to areas 
above the waist and were not generalized, as were those in case 2 and in 
that of Wise and Rein. Also, the lesions were more on the extensor 
than on the flexor surfaces. Third, the patient in case 1 had accompany- 
ing large, annular, erythema multiforme—like lesions, which were not 
found in the previous cases. 

Fourth, the histologic structure in this case showed, in addition to 
the degenerative changes before described, massive polymorphonuclear 
areas of infiltration. This was not noted in the case of Wise and Rein 
and may represent simply an early active stage of the disease. 

As to case 2, there is the unusual complication of a superimposed 
extensive and fatal scleroderma. 
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DIFFERENTIAL DIAGNOSIS 


Lichen Planus.—While there was a superficial resemblance of the 
lesions in cases 1 and 2 to lichen planus, yet on closer examination they 
were not at all similar. They lacked the polygonal shiny-topped charac- 
- ter usually seen and the purplish hue. The histologic picture was also 
different and showed none of the changes usually seen in lichen planus. 


Xanthomatosis—Knowledge of the xanthomas has been greatly clari- 
fied in recent years by various investigators, especially by Montgomery 
and his associates * and by Laymon.’ These studies include details of 
histolopathology and of lipid metabolism. In cases 1 and 2 there were no 
xanthoma cells, no evidence of extracellular cholesterosis and nothing 
in the studies of blood fat to suggest a disturbance of fat metabolism. 


Amyloidosis—In both cases the congo red test elicited no reaction 
characteristic of amyloid infiltration. Clinically, there was a lack of the 
thickened, patchy, pruritic type of lesion usually seen in amyloid disease. 

The Rheumatic Diseases—From a purely histologic viewpoint, in 
case 1 the changes were similar to those in the group which Weidman 
prefers to call the rheumatic diseases. The pathologic changes consist 
essentially of vasculitis and perivasculitis, as evidenced by leukocytic 
infiltration and thickening of vessel walls, tendency to thrombosis and 
secondary degenerative changes such as collagenous degeneration, edema, 
necrobiosis and some regeneration of connective tissue. Changes of this 
type are found in varying degree in the following clinical entities: rheu- 
matic nodule, periarteritis nodosa, dermatomyositis, lupus erythematosus, 
scleroderma, erythema nodosum and erythema elevatum diutinum. For 
a more detailed discussion of these diseases, reference is made to articles 
by Coates and Coombs,* Weidman and Besancon ® and Trimble.’ 


6. Montgomery, H.: Cutaneous Manifestations of Lipoid Metabolism, M. Clin. 
North America 24:1249 (July) 1940. Montgomery, H., and Osterberg, A. E.: 
Xanthomatosis, Arch. Dermat. & Syph. 37:373 (March) 1938. Montgomery, H., 
and Havens, F. Z.: Xanthomatosis, Lipoid Proteinosis (Phosphatid Lipoidosis), 
Arch. Otolaryng. 29:650 (April) 1939. Hildebrand, A. G.; Montgomery, H., 
and Rynearson, E. H.: Necrobiosis Lipoidica Diabeticorium, Arch. Int. Med. 
66:851 (Oct.) 1940. 

7. Laymon, C. W.: Extracellular Cholesterosis, Arch. Dermat. & Syph. 
35:269 (Feb.) 1937. 

8. Coates, V., and Coombs, C. F.: Rheumatic Nodule, Arch. Dis. Childhood 
1:183 (Aug.) 1926. 

9. Weidman, F., and Besancon, J. H.: Erythema Elevatum Diutinum: Role 
of Streptococci and Relationship to Other Rheumatic Dermatoses, Arch. Dermat. & 
Syph. 20:593 (Nov.) 1929. 

10. Trimble, W. B.: Erythema Elevatum Diutinum: Report of a Case with 
Remarks on Its Nosological Position, Arch. Dermat. & Syph. 13:383 (March) 
1926. 
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In view of the frequently seen tendency of the aforementioned 
diseases to overlap clinically and the similarity of basic vascular patho- 
logic changes, it might not be going too far afield to keep in mind the 
possibility of a common etiologic agent, perhaps an agent such as is 
responsible for rheumatism. This rather bold suggestion is made with 
the hope of stimulating thought along the lines of basic pathologic changes 
and causation rather than on clinical appearances. Perhaps the term 
vasculitis or perivasculitis is as far as-one can go at present. This basic 
pathologic change may be capable of producing a wide variety of clinical 


pictures. 
SUMMARY 


1. Two cases are reported of an atypical lichenoid eruption which 
probably fall into the class of morbus moniliformis lichenoides. 


2. Variations are noted which differ from cases previously reported. 

3. An essential vascular pathologic structure with secondary degener- 
ative changes is noted, which seems to be a characteristic common to 
several other well known clinical entities. 

4. It is suggested that a common etiologic factor may be present in° 
this group of diseases such as is operative in rheumatism. 

5. Serious or fatal complications may follow in the wake of vascular 
damage of this type. 


277 Alexander Street. 
ABSTRACT OF DISCUSSION 


Dr. Frep Wise, New York: Most dermatologists are still interested in 
unusual and bizarre eruptions, of which the subject of this paper is an example, 
despite the fact that morphologic dermatology is of relatively little importance 
when compared with experimental and research work. 

The two forms of eruption described by Dr. McFarland, while exhibiting 
certain features clinically similar to Kaposi’s original lichen ruber moniliformis 
and to the eruption in the case described by Wise and Rein, are rightly designated 
as variants by the author. Most of the reported cases are also variants in relation 
to Kaposi’s case. Some were aberrant examples of lichen planus; others showed 
no similarity in histologic structure to lichen planus. 

In some of the cases the histologic changes have been regarded as suggestive 
of cutaneous eruptions associated with rheumatic disease. Dr. Weidman, some 
ten years ago, as well as Dr. Jacob, made this observation in their discussion of 
the case of Wise and Rein. 

I should like briefly to recall to you the histologic changes in our case and 
to compare them with those in the case of Dr. McFarland. In our case, in 
the early stage there was an exudative and inflammatory reaction in the upper 
part of the cutis, associated with degeneration of the vessel walls but without 
necrosis of any of the tissues or of the infiltrative elements. In the disease when 
it was at its height, the histologic picture showed intense degeneration and dis- 
integration of tissue and of the cellular infiltrate, and in the final stage (we had 
an opportunity to take eleven biopsies) the deposition of connective tissue cells 
—possibly organizing tissue—replaced the parts which had broken down, so that 
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the process is evidently one in which vascular disease, as Dr. McFarland 
emphasized—vasculitis—was associated with degenerative changes, and this was 
a predominant morbid change. 

In Kaposi’s case there was a dense cellular infiltrate in the upper part of 
the corium and the cells were not characteristic of any particular type of dermatosis. 
There was no evidence of lichen planus. 

In order to recall to you the appearance of a more characteristic moniliform 
eruption, I shall ask permission to show three slides. There is a typical arrange- 
ment of papules resembling a string of beads. Lesions are present which I com- 
pared with the hide of a Gila monster—beaded lesions but not actually moniliform 
in pattern. Vascular changes and absence of infiltration are demonstrated in 
the upper part of the corium, proving that in all stages there was not the slightest 
indication of lichen planus. 

The histologic alterations in Dr. McFarland’s cases present features of simi- 
larity to other reported instances described as lichen ruber moniliformis; some 
of these are suggestive of the cutaneous lesions of periarteritis nodosa. 

Dr. Hrram E, Mutter, San Francisco: I have a patient under my care who 
has an eruption similar to the one reported by Kaposi. Dr. Wise stated that 
he thinks that Kaposi’s case is unique. I believe that it is unique except for 
this 1 case that we have under our observation. In the 2 patients the location 
_ and type of the eruption and the pathologic changes are almost identical. 

I agree with Dr. Wise that the lichen ruber moniliformis described by Kaposi 
is entirely different from that presented by Dr. McFarland this morning and 
different from that described by Dr. Wise under the title of morbus moniliformis 
lichenoides. I might add that Nekam in 1938 described the same case that Kaposi 
had reported forty-three years before. While the two descriptions are of the 
same patient, Nekam’s description is much more like that of our patient, because 
the eruption in both instances had been present for many years. You will recall 
that in Kaposi’s report and in the subsequent description by Nekam the patient 
had an eruption on the face that somewhat resembled lupus erythematosus, a 
moniliform eruption on the extensor surfaces of the arms and forearms and 
keratotic lesions on the palms and soles. 

This subject has been of considerable interest to me, and I had the findings 
in my patient ready for presentation at this time but it was decided that some 
other subject was more appropriate. 

In regard to the pathologic changes, there is a bandlike infiltrate in Kaposi's 
patient and in the subsequent description of the same patient by Nekam. In that 
way, and in that way only, does it resemble lichen planus under the microscope. 

Dr. ALBERT R. McFarRLANnp, Rochester, N. Y.: This paper was given the 
title, “Morbus Moniliformis Lichenoides: Variant Types,” as it was realized 
that the clinical picture, at least, was somewhat different from that described 
by others, and yet the pathologic changes, clinical course and lack of response 
to treatment seemed to be consistent with this diagnosis. One hesitates to introduce 
a new name for a clinical picture purely on the basis of slight variations in the 
appearance of the gross lesions. I think that we all know that there can. be 
considerable variation in the clinical appearance in the same disease. Whether 
or not this is a true variant of morbus moniliformis lichenodes or a somewhat 
new and different picture. may be open to question. 





CLINICAL EXPERIENCE WITH AN OINTMENT OF 
SYNTHETIC COAL TAR 


THOMAS S. SAUNDERS, M.D. 
AND 


WILL C. DAVIS, M.D. 
PORTLAND, ORE. 


N July 1939, Guy, Jacob and Weber * published a formula for a syn- 

thetic tar which was similar to crude coal tar but minus the inert 
substance (pitch) and the irritating (light) oils. They incorporated 
this synthetic tar in an ointment containing solution of aluminum acetate, 
wool fat and paste of zinc oxide with salicylic acid N. F. They did not 
state the color of the finished product (probably white), nor did they 
give any account of its actual use in dermatologic practice. 


Through the courtesty of the manufacturer * we were recently sup- 
plied with a synthetic coal tar cream (of pink color) for clinical trial 
in the treatment of diseases for which crude coal tar might 
ordinarily be used. The formula is as follows: 

Per Cent 
Anthracene 
Naphthalene 
Phenanthrene 
Carbazole 
Picoline 
Quinoline 
Phenol (U.S.P.) 
Cresol (U.S.P.) 


Triethanolamine stearate 
Cetyl alcohol 

Glycerin 

Petrolatum 


1. Guy, W. H.; Jacob, F. M., and Weber, F.: Synthetic Tar Paste: A 
Therapeutic Suggestion, Arch. Dermat. & Syph. 40:90-91 (July) 1939. 


2. Medical Research Division, Sharp & Dohme, Inc., Glenolden, Pa. 
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The preparation was prescribed in 38 cases, in which seventeen 
different dermatologic entities were represented as follows: 


Number of Cases 


Eczema, hands 

Eczema, atopic 

Eczema, legs 

Eczema, unclassified 

Eczema, 

Eczema, infantile 

Eczema, infectious 

Eczema, asteatotic 

Eczema, nummular 

Eczema, ear canals 

Dermatophytosis 

Contact dermatitis 

Dermatophytid 

Neurodermatitis 

Allergic dermatitis (patient sensitive to wheat) 
Pompholyx 

Pruritus ani 

Indeterminate type (contact dermatitis vs. neurodermatitis).... 1 
No reports available 


RESULTS 


In 17 cases in which the involvement was bilateral, the eruption on 
one side was treated with a control ointment (3 per cent sulfonated 
bitumen in paste of zinc oxide N. F., crude coal tar ointment, or a pro- 
prietary tar ointment). In every instance the synthetic tar cream was 
quite as effective as the control ointment. The reverse was also gen- 
erally true; i. e., if the control applications were of no benefit, the 
synthetic tar cream was likewise ineffective. In 16 other cases the syn- 
thetic tar worked about as well as remedies which would otherwise have 
been prescribed. No reports were available in 5 cases. In order to 
obtain as accurate a picture as possible, roentgen ray treatments and/or 
additional therapeutic measures were not used while the synthetic tar 
cream was employed. An exception to this general rule occurred 
when control areas were being treated with another ointment. 


A recapitulation of the results follows. In 4 cases the eruptions 
(chronic eczema, allergic dermatitis, infectious eczematoid dermatitis 
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and contact dermatitis) improved considerably with the synthetic tar 
ointment. In 5 cases there was moderate improvement of the erup- 
tions (contact dermatitis, dermatophytosis, chronic eczema [2 cases], 
and dermatophytid). In 11 cases the eruptions (neurodermatitis [2 
cases], atopic dermatitis [2 cases], asteatosis, contact dermatitis [2 
cases], nummular eczema, contact dermatitis versus neurodermatitis, 


eczema of the ear canals and pompholyx) were slightly improved. In 11 
cases there was no improvement of the eruptions (infantile eczema [2 
cases], neurodermatitis [2 cases], atopic eczema, chronic eczema of the 
hands [2 cases], eczema of the fingers [3 cases] and pruritus ani). 
In 2 cases the eruptions (contact dermatitis and atopic eczema) were 
irritated. 
SUMMARY 

Clinical experiences with a synthetic coal tar ointment are described. 
The preparation as compared with ointment of coal tar N. F., appears 
to be equally effective, with the additional advantage of pharmaceutical 
elegance and cleanliness. Judging from the results obtained in our cases, 
one cannot predict which dermatosis will respond and which will not, 
since in comparable cases the treated skins failed to react in the same 
manner or degree. This uncertainty of action applies to practically 
all local measures, however, and we do not feel that it detracts from 
the recognition of the synthetic tar cream as a useful therapeutic agent. 


Medical Arts Building. 
Medical-Dental Building. 





ACUTE SYPHILITIC BILATERAL TOTAL OPHTHALMOPLEGIA 


ALBERT C. ESPOSITO, M.D. 
HUNTINGTON, W. VA. 


HE FOLLOWING unusual case of acute syphilitic bilateral total 

ophthalmoplegia was observed in the Eye Clinic of Hospital 97 and 
is recorded because of the associated diagnostic and therapeutic prob- 
lems which were presented. 


REPORT OF A CASE 


The patient was unable to see his way into the clinic, had to grope and was 
aided to the examination chair. An external examination of the eyes revealed 
a suggestive exophthalmos and no enophthalmos, but there was pronounced ptosis 
bilaterally. The patient could not elevate the upper lids to any extent, and only 
small palpebral apertures, approximately 2 to 3 mm., were visible. The borders 
of the lids showed no abnormalities, and the lashes showed a normal configu- 
ration. By manual manipulation, the palpebral and bulbar conjunctivas were 
brought into view, and no abnormalities were noted there. The caruncles and 
lacrimal apparatus appeared normal. By manual elevation of the upper lids, it 
was noted that the eyes showed decided external inferior rotation bilaterally. 
There was loss of motility, except for some small deviation, approximately 5 
degrees, toward the internal canthus bilaterally. The patient stated that when 
the lids were elevated by manipulation he saw a confusion of images, and it made 
him dizzy. The corneas were clear, and there were no abnormal findings. The 
anterior chambers were well formed and filled, and the irises showed the same 
brownish pigmentation, with the pupillary aperture decidedly dilated and with no 
reaction elicited to light or in accommodation. With manual elevation of the 
upper lids, the:fundi were examined minutely. The media were clear, and the 
disks were entirely normal, with mild physiologic cupping. The vessels showed 
no unusual features, and there appeared to be the normal arteriovenous relation- 
ship. The ocular muscles were examined individually, and it was noted that on 
both sides there was complete external ocular motor paralysis with only the con- 
tracted action of the lateral rectus and the superior oblique present. With loss 
of reaction both to light and in accommodation, there was also present complete 
internal ophthalmoplegia, or acute bilateral total ophthalmoplegia. With the 
upper lid elevated manually and the head rotated in a direction opposite to the 
lateral deviation of the eye being examined, the patient showed a manifest vision 
of 20/30 in the right eye and 20/30 —2 in the left eye. The fact that he could 
see no Jaeger test type at any distance indicated paralysis of accommodation. 

A brief neurologic examination showed that the patient swayed somewhat in 
a Romberg position. Deep reflexes were present and equal but moderately 


Dr. Esposito was formerly a major in the Medical Corps, Army of the United 
States. 
From the Department of Ophthalmology, Ohio State University College of 


Medicine, Columbus, Ohio. 
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increased. Superficial reflexes were present but sluggish. There appeared to be 
an involvement solely of the third cranial nerve; the other cranial nerves appeared 
to be intact. There was a positive Babinski sign on the left side, and unsustained 
ankle clonus was noted on the same side. There was also a speech defect. In 
view of these findings, serologic examinations of the blood and the spinal fluid 
were requested and potassium iodide medication was prescribed. The patient was 
given 15 drops of solution of potassium iodide three times a day. 

Two weeks later, on June 4, the patient was again examined, with the findings 
the same as before except that the right pupil appeared larger than the left and 
showed a mild reaction to light. The blood gave negative Wassermann and Kahn 
reactions, which helped to confuse the picture. However, the treatment was con- 
tinued, and on June 6 the laboratory reported the following results of the exami- 
nation of the spinal fluid: positive reaction for globulin, 15 cells; a Wassermann 
reaction of 3 plus in 0.5 cc. of spinal fluid, 2 plus in 0.4 cc., 1 plus in 0.2 cc. and 
1 plus in 0.1 cc. The Lange colloidal gold test showed 5555553321 configuration 
and the Takata-Ara reaction was 3 plus. In view of these findings, the dose 
of potassium iodide solution was increased to 20 drops three times a day, and a 
subsequent course of bismuth subsalicylate as initial intramuscular antisyphilitic 
therapy was prescribed. 

When he was admitted to the hospital, the patient could not get around the 
ward because of the extreme ptosis and the lateral deviation of both eyes, which 
necessitated his groping along the walls and asking aid of the other patients to 
attend to his needs. Approximately two weeks after therapy with potassium 
iodide was begun, the right pupil began to show some reaction to light, rather 
sluggish but definite. Approximately three weeks after the beginning of this 
treatment, the patient’s ptosis was not so great in either eye, and he began to 
have troublesome symptoms of diplopia. Approximately one month later, on 
June 20, the ptosis was less, and the lower half of the pupillary area was visible 
in each eye. There was some mild improvement in ocular motility bilaterally. 
However, the general position of the eyes remained as noted previously. Approxi- 
mately six weeks later, the external ocular motor paralysis on the left side had 
cleared almost completely. The eyeball had moved into a more medial position, 
and there were some movements on attempting to follow various articles in the 
line of vision. The pupils now, however, were unequal, the right being larger 
than the left. The patient was started on bismuth subsalicylate therapy, and he 
could now get around the ward without much aid. Therapy with potassium iodide 
was continued for one more week and then discontinued. On July 21 the patient 
was reexamined. He no longer had any signs of ptosis of either eye, and the 
external ocular ophthalmoplegia had cleared completely, so that he was able to 
move his eyes in various directions, exercising all the muscles innervated by the 
oculomotor nerve. There was sluggish reaction to light bilaterally, and reaction 
in accommodation was present. He has been seen at subsequent intervals since 
that time, and the external and the internal ophthalmoplegia have cleared completely 
with active antisyphilitic therapy, consisting of alternate series of bismuth sub- 
salicylate and tryparsamide. 

COMMENT 


The first considerations in this case were of course the location and 
the type of lesion present. With involvement of all the ocular muscles 
innervated by the third nerve and iridoplegia, the lesion was one which 
involved the function of all the oculomotor nerves bilaterally. By 





688 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


elimination, the site where both oculomotor nerves could be involved 
readily with involvement of the iridoconstrictor nucleus (Edinger- 
Westphal nucleus) was at the site of the lower motor neuron or nucleus 
of the oculomotor nerves in the midbrain. Briefly, these neurons or 
nuclei of the oculomotor nerve lie alongside one another in the gray 
matter below the aqueduct of Sylvius in the midbrain, extending for 
6 to 7 mm. between the areas of the third and fourth ventricles. In 
caricature, the nuclei are reminiscent of an anterior view of a rabbit’s 
head, with a row of cells strung parallel to this head on each side. A 
line drawn vertically down the center of this caricature would separate 
the nuclei into the right and left components of the oculomotor nucleus. 
The ears represent the Edinger-Westphal nuclei, one on each side, while 
the face represents Perlia’s nucleus. On each side, the five cells represent 
the nuclei of the extraocular muscles, namely, the levator palpebrae 
superioris, the medial rectus, the inferior oblique and the inferior rectus, 
in the order named, from superior to inferior. A lesion covering the 
small area of these nuclei would blot out the entire lower motor neuron 
or nucleus of the third nerve and the Edinger-Westphal nucleus, produc- 
ing a true total, bilateral, external and internal ophthalmoplegia. This, 
then, was taken as the location of the lesion in this case. Peters? stated 
that even a small pathologic area in the aqueduct of Sylvius or floor of 
the fourth ventricle is likely to involve the nuclei bilaterally, and Boyd.’ 
noted that frequently in syphilis of the central nervous system the floor 
of the fourth ventricle is involved in an inflammatory type of lesion, con- 
sisting of a dense perivascular collection of lymphocytes and plasma cells. 
There are also neuroglial proliferations, especially in the walls and the 
floor of the ventricles. “In the floor of the fourth ventricle, the glial pro- 
liferation causes an irregular heaping up of the floor.” 

The differential diagnosis of this lesion prior to laboratory examina- 
tions presented some confusion. The factors producing such a lesion 
rested between hemorrhage, tumor, trauma, syphilis, encephalitis and 
various other diseases of the central nervous system. However, in this 
case the onset was acute, and prior to the patient’s admission to this 
hospital it was the impression that he had sustained a cerebral hemor- 
rhage. The neurologic examination undertaken at the Eye Clinic dis- 
closed that there was an involvement of only the third cranial nerve. 
This tended to localize the lesion, with further notation that there are no 
other cranial nerves in the immediate vicinity of the third nerve, except- 
ing the fourth nerve, which occupies a position somewhat inferior and 
removed from the lower motor neuron or nucleus of the oculomotor 


1. Peters, L. C.: The Extra Ocular Muscles, Philadelphia, Lea & Febiger, 


1941. 
2. Boyd, W.: Textbook of Pathology, ed. 2, Philadelphia, Lea & Febiger, 
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nerve. The deep reflexes were exaggerated; the superficial reflexes 
were sluggish; a positive Babinski sign was noted, and the speech defect 
suggested a syphilitic type of involvement. The negative Wassermann 
and Kahn reactions of the blood added an element of confusion, but a 
subsequent examination of the spinal fluid revealed the full-blown 
dementia paralytic type of syphilitic involvement. Peters,! Duke-Elder,°® 
Gifford, Fuchs * and May ° have written that the acute bilateral type lesion 
due to syphilis and with complete recovery is unusual and is seen infre- 
quently. Fuchs further stated that the syphilitic involvement of the 
cranial nerve is most commonly of the chronic type, producing gradual 
degeneration and atrophy of the gray substance, with irreparable damage, 
and is as a rule incurable. It has been claimed, moreover, that internal 
ophthalmoplegia is frequently a sign of cerebral syphilis. Fuchs * said: 
Acute ophthalmoplegia develops within a few days and is combined not infrequently 
with drowsiness. It is observed after poisoning (by alcohol or lead, botulismus, 
carbon monoxide gas) and after acute infectious diseases (diphtheria, influenza, 
measles, etc.), in which case also it is probably a toxic affect that is in question. It 
occurs, moreover, under the form of a disease analogous to the poliomyelitis of 
children. In all these cases there is an acute inflammation in the region of the 
nuclei. . . . Such cases may go on to recovery, but may also end in death by 
transfer of the process to the deeper motor nuclei of the medulla oblongata with 
subsequent respiratory paralysis. 


Andre ® described a case of bilateral ophthalmoplegia due to intra- 
cranial propagation of a cancer of the right maxillary sinus, while Ayres * 
described a case of unilateral total syphilitic ophthalmoplegia, which 
seemed to confirm what has been quoted in the preceding paragraph. 

The acute symptoms in the case reported here were rather complete 
and conclusive, as was the recovery. It is interesting to note that the 
diplopia in this case was most distressing and to the point of nausea, 
indicating that simultaneous macular perception was not destroyed by 
the lesion. Syphilis of the central nervous system was the cause, and the 
treatment as noted in the report of the case was instituted along these 
lines. On confirmation of this impression by laboratory findings the 
dosage of potassium iodide was increased, and antisyphilitic therapy was 


3. Duke-Elder, W. S.: Textbook of Ophthalmology, St. Louis, C. V. Mosby 
Company, 1943. : 

4. Fuchs, E.: Text-Book of Ophthalmology, edited by A. Duane, ed. 5, 
Philadelphia, J. B. Lippincott Company, 1917. 

5. May, C. H.: Diseases of the Eye, Baltimore, William Wood & Com- 
pany, 1941, 

6. Andre, M.: Bilateral Ophthalmoplegia Due to Intracranial Propagation of 
a Cancer of the Right Maxillary Sinus, J. belge de neurol. et de psychiat. 40:21-27 
(Jan.) 1940. 

7. Ayres, F.2 Total Syphilitic Ophthalmoplegia, Brasil-med. 56:405-406 
(Aug. 22-29) 1942. 
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instituted. The patient made an uneventful recovery after eight weeks 
of treatment and at the present time shows no residuals of the total 
bilateral ophthalmoplegia. 

CONCLUSIONS 

Acute syphilitic bilateral total ophthalmoplegia, although seen infre- 
quently, appears to respond readily to antisyphilitic therapy, in direct 
contrast to chronic syphilitic ophthalmoplegia, which is frequently incur- 
able. 

The patient in this case had negative serologic reactions of the blood, 
but a subsequent examination of the spinal fluid revealed the full-blown 
dementia paralytica type of syphilitic involvement. 

The diplopia noted in this case was extremely distressing because of 
the fact that simultaneous macular perception was not involved at any 


time. 








Clinical Notes 


PEMPHIGUS FOLIACEUS 


A Patient Treated with an Unusual Amount of Acetarsone 
WILLIAM H. GOECKERMAN, M.D., LOS ANGELES 


E. W., a white woman 52 years of age, when first seen in September 1942 
had a vesicobullous eruption involving almost the entire body, including the 
mouth, vagina and rectum. She had lost 25 pounds (11.3 Kg.) in weight and 
was confined to her bed. The eruption had been of a year’s standing and had 
received a variety of haphazard treatment. In the early phase of the eruption 
a dermatologist had made a diagnosis of erythema multiforme, but treatment for 
this had not been systematic. When seen by me it was a typical case of advanced 
pemphigus vulgaris, with possibly a tendency to the foliaceus type. In September 
1942 ‘she was given acetarsone, 0.25 Gm., according to the regimen advocated 
by Oppenheim. Response was prompt. In order to try the effect of suramin 
sodium, the administration of acetarsone was interrupted. Suramin sodium was, 
however, poorly tolerated, so in December 1942 she was again given acetarsone. 
Since the skin and general health again promptly improved, she was given syn- 
thetic oleovitamin D, thiamine hydrochloride and asiatic pills (a preparation 
containing arsenic trioxide) in the hope that milder measures might hold the 
improvement. She promptly relapsed, however, in about a month, and again 
was given acetarsone with calcium regularly. This was continued without inter- 
ruption for about six months, despite prompt improvement. At this time, after 
discontinuance of the use of acetarsone for about a month, there appeared a 
profuse eruption on the skin which was entirely different from her original erup- 
tion and in no way suggested pemphigus. It was pruritic and consisted of large 
erythematous plaques chiefly on the trunk. In some areas of this erythema there 
were grouped papulovesicles, the picture suggesting dermatitis herpetiformis. 
It was at first thought that it might be a toxic eruption from the acetarsone, 
because by this time the patient had taken a considerable amount of the drug. 
Various measures were tried to relieve the patient of her discomfort, but since 
nothing helped, she was again given acetarsone. Again improvement was prompt. 
Use of the drug was then continued fairly regularly for nearly a year, to the 
fall of 1944, when again an eruption resembling dermatitis herpetiformis appeared. 
It was then decided to try administration of sulfapyridine for the eruption, but 
there was no benefit, so she was again given acetarsone, with benefit. This was 
continued in a fairly systematic manner, the scheme outlined by Oppenheim always 
being adhered to closely until July 1945, when there was complete absence of any 
eruption. The patient then remained free from cutaneous manifestations for 
more than six months without any drugs. In February 1946 she was again 
seen with the peculiar eruption resembling dermatitis herpetiformis. She was 
given acetarsone in the usual manner, with the usual response, and she has now 
taken over 900 tablets of 0.25 Gm. each, without showing the slightest incon- 
venience from the drug. 

So far as I was able to learn, this patient took the largest amount of acetarsone 
ever given. It illustrates the enormous differencec in tolerance to drugs by 
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different persons. An interesting feature also was the cutaneous relapse to an 
eruption entirely different from the original picture, resembling somewhat 
dermatitis herpetiformis. While this eruption was puzzling when it occurred, 
in retrospect, having observed the patient for nearly four years, I cannot escape 
the feeling that acetarsone in this patient changed what is ordinarily a vicious 
systemic disease to an essentially cutaneous one. Being fully aware of the diag- 
nostic difficulties involved in pemphigus, there need be no quibbling about the 
original diagnosis, for if it is ever possible to make a diagnosis of pemphigus 
on clinical grounds this was a case of the advanced condition when first seen. 


1216 Roosevelt Building. 





PIGMENTATION FOLLOWING APPLICATION OF IRON SALTS 
Report of a Case in Which It Was Not Permanent 


MAURICE J. STRAUSS, M.D., NEW HAVEN, CONN. 


Until fairly recently, iron salts (ferrous sulfate or ferric chloride) have been 
widely used in the treatment of dermatitis caused by contact with the poison ivy 
plant. In 1917 Pusey? called attention to the possibility of permanent pigmentation 
as a result of the use of iron salts. In the case reported by him the iron salt used 
was ferrous sulfate, 1 ounce (30 Gm.) to 1 gallon (4,000 cc.) of vinegar. Despite 
Pusey’s warning this form of treatment remained popular and even gained in 
popularity, possibly because of the work of McNair? in 1921. In 1936 Traub and 
Tennen® reported 2 cases observed by them in which a permanent pigmentation 
occurred following the use of ferric chloride solution in the treatment of dermatitis © 
venenata. They also mentioned 4 cases which had come under the observation of 
McKee some years before. Then in 1937 Sutton‘ reported a further case. 
All these writers used the word permanent, and it has since been a generally 
accepted fact that the use of iron salts in the treatment of dermatitis venenata 
should be discouraged. 

While I am not advocating the use of iron salts in the treatment of this 
condition, the following brief report of a case is evidence that this form of pigmen- 
tation is not necessarily permanent. ? 


REPORT OF A CASE 


A 21 year old white woman was first seen in June 1939. She was known to be 
sensitive to the poison ivy plant and had previously been treated for an eruption 
typical of that caused by this plant. When seen in June 1939, she had been away 
at a New England college. She had suffered a severe attack of dermatitis 
venenata and had been treated with a solution of ferric chloride. She presented 
on the posterior surface of each leg an irregularly shaped area of brownish pig- 
mentation. These areas were sharply demarcated, and the overlying skin was 


1. Pusey, W. A.: Brown Stains in the Skin from Wet Dressings of a 
Solution of Copperas, J. A. M. A. 68:627 (Feb. 24) 1917. 

2. McNair, J. B.: A Contribution to the Chemotherapy of Rhus Dermatitis 
and Tentative Method for Treatment, Arch. Dermat. & Syph. 3:802 (June) 1921. 

3. Traub, E. F., and Tennen, J. S.: Permanent Pigmentation Following 
Application of Iron Salts, J. A. M. A. 106:1711 (May 16) 1936. 

4. Sutton, F. L., Jr.: Pigmentation of the Skin Due to Iron (Copperas) 
Applied Locally, J. A. M. A. 108:112 (Jan. 9) 1937. 
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smooth. The patient was told that this pigmentation was permanent and that 
nothing could be done about it. It did not seem important to have a photographic 
record made. This is regrettable because when she was next seen, in August 
1945, over six years later, she stated that the pigment had been gradually disappear- 
ing until it had reached its present condition. On examination there were found 
only a few pinhead-sized to lentil-sized areas of pigmentation where the large 
brown areas had been. 
COMMENT 


Although the writers who have previously reported cases of pigmentation from 
iron salts all spoke of it as a permanent pigmentation, Pusey did so with some 
reservation. In describing the condition, he stated that the patient reported to 
him two years after he saw her that the spots were growing lighter. Also, he 
stated in the closing paragraph of his report, “I am told that particles of iron 
in the eye usually in time completely disappear. These particles are too large to be 
removed by phagocytes, and if they disappear it must be by their gradual solution. 
This suggests the possibility of the ultimate disappearance of iron stains in the 
skin, but the course of this case thus far indicates that this disappearance, if it 
takes place, will be only after a very long time.” 

In Pusey’s patient the spots were reported to be lighter after two years, while 
in the case reported here large areas of pigmentation have gradually disappeared. 
After a period of six years there is only enough pigmentation left to be just 


discernible. 
SUMMARY 


A case is reported in which pigmentation resulting from the use of ferric 
chloride in the treatment of dermatitis venenata caused by the poison ivy plant 
has almost entirely disappeared over a period of six years. 

i 


41 Trumbull Street. 





Obituaries 


ERNEST DWIGHT CHIPMAN, M.D. 
1875-1946 


Dr. Ernest Dwight Chipman was born in New Haven, Conn., on 
March 6, 1875 and died on Dec. 4, 1946. His premedical education was 
obtained at Phillips Academy at Andover, and at Yale University School 
of Medicine he received the degree of M.D. 

Dr. Chipman practiced for a few years in Waterbury, Conn., and 
from 1905 for the rest of his life in San Francisco. In his early days 
he was instructor in dermatology in Cooper Medical College and was 
dermatologist at the San Francisco Polyclinic. Later, he served as 
dermatologist to the German Hospital and Mary’s Help Hospital and 
was consulting dermatologist to Mount Zion Hospital. 

He was a member of the Connecticut State Society from 1898 to 
1905. After that he was a member of the California State Medical Society 
and a fellow of the American Medical Association. He was a member 
of the San Francisco Academy of Medicine and the California Pediatric 
Society. He was elected a member of the American Dermatological 
Association in 1914 andgwas a. corresponding member of the French 
Dermatological Society. 

Dr. Chipman served as a medical officer in World War I, being 
attached at first to Base Hospital 67. Later he became a consultant to 
the 30th Division, and still later to the 2d Corps, United States Army, 
serving with the 4th British Army. 

The social clubs to which he belonged included the Bohemian, S.F., 
the Marin Golf and Country Club and the Meadow Club of Tamalpais. 
His favorite amusements were golf, tennis and duck shooting. 

Dr. Chipman married Miss Jane Beaman Greenwood in Belvedere, 
Calif., on Oct. 3, 1900. They had no children. 

The following tribute was written by Dr. Langley Porter, a close 
friend of Dr. Chipman: “Ernest Chipman was ever a loyal colleague. 
respected and admired by his fellows. Equally, he was a friend to his 
patients, whose personal, social and economic difficulties were always 
important to him, for he was one who realized that the physician, no 
matter how specialized, needs to know a sick person’s total life situation 
if he is to accomplish the utmost in healing. 

“Dr. Chipman’s arduous long last illness deprived his colleagues of his 
companionship for all too many years. But every one who knew the 
handsome, genial man who was Ernest Chipman will remember him with 
affection and will be moved to the deepest regret that he is gone.” 
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News and Comment 
DR. FOX RESIGNS AS CHIEF EDITOR 


Dr. Howard Fox resigned as Chief Editor of the ARCHIVES oF 
DERMATOLOGY AND SYPHILOLOGY on March 1, 1947. 


Dr. Fox became editor of the ARCHIVEs in 1937, on the retirement of 
Dr. William Allen Pusey, who had been editor since the periodical was 
taken over by the American Medical Association in 1920. He has 


maintained the ARCHIVEs as the world’s foremost dermatologic publica- 
tion under the trying conditions imposed by World War II. In a sub- 
sequent issue recognition of his efforts will be given. 





Abstracts from Current Literature 


Tue INVASIVE CHARACTER OF CANCER GROWTH. DALe Rex Coman, Am. J. M. Sc. 
211:257 (March) 1946. 


Coman discusses invasiveness—that feature of malignant tumors which allows 
them to disrupt the surrounding tissue, dislocating the normal cells and often 
destroying them. He points out that it is not the pressure of a capsule which 
keeps benign tumors localized; malignant tumors do not differ from benign ones 
by peripheral versus central growth, increased pressure within the tumor or the 
production of destructive ferments. The most evident difference appears to be 
the relative lack of cohesiveness of cancer cells, demonstrated by a technic which 
measures the force required to pull apart a pair of cells. Malignant cells, whether 
from the lip or cervix, consistently showed low values of cohesiveness as compared 
with normal and benign tumor cells. 

The author theorizes on the cause of cohesiveness of cells, regarding it as 
dependent on the state of the cement substance that is known to exist between 
cells, which serves to bind them together. Perhaps the explanation lies in local 
deficiency of calcium, a hypothesis which finds support in the chemical analysis of 
cancer tissue. Or the defect may relate with abnormality of the “spreading factors” 
which enhance the spread or diffusion of small particles or solutions through living 
tissues. Experiments of others suggest that lack of cohesiveness of cancer cells 
may depend on the excessive presence of a potent spreading factor, an enzyme 
called hyaluronidase, which can be extracted from testicular tissue. 


Errect oF Sop1uM BICARBONATE ON THE THERAPEUTIC EFFECTIVENESS OF SULFA- 
DIAZINE IN Mice. ARTHUR Kornserc, Am. J. M. Sc. 211:286 (March) 1946. 


Sodium bicarbonate in large amounts greatly depressed the blood concentrations 
and the therapeutic effectiveness of sulfadiazine in mice inoculated with pneumo- 
cocci. These effects could be overcome by raising the dosage of sulfadiazine. 
Kornberg suggests that when sodium bicarbonate is used to prevent renal lesions 
close attention should be given to the maintenance of therapeutically effective blood 


levels of sulfadiazine. Lyncn, St. Paul. 


VENEREAL DISEASE IN THE ARMY AIR ForcES IN THE CONTINENTAL UNITED 
States, 1942-1944. Ropert Dyar and J. R. Scnottz, Am. J. Syph., Gonor. 
& Ven. Dis. 30:99 (March) 1946. 


The authors discuss the program for control of venereal disease of the Army 
Air Force during the period of 1942 to 1944. From 1942 to 1944 the time lost 
from duty per case of venereal disease dropped from fifteen to four days as a 
result of better medical administration, improved methods of treatment and the 
introduction of penicillin. At the end of 1944, less than 1 man in every 10,000 
white soldiers and 1 in every 830 Negroes with the Army Air Force was off duty 
on any one day because of venereal disease. 


THE Use oF PENICILLIN IN THE TREATMENT OF SYPHILIS OF THE CENTRAL 
Nervous System. B. H. Kuun, K. A. Ruey, J. Lamar Carraway, Ray 

O. Noojr& and ArtHur H. Fiower Jr., Am. J. Syph., Gonor. & Ven. Dis. 

30:110 (March) 1946. 

A preliminary report is made of 100 patients with active syphilis of the central 
nervous system, each treated with a total of 4,000,000 units of penicillin over a 
ten day period, 50,000 units of penicillin every three hours for a total of eighty 
injections. Sixty per cent of this series of patients have shown clinical improve- 
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ment associated with definite improvement in the findings on examination of the 
spinal fluid, 31 per cent clinical improvement alone, 4 per cent improvement in 
the findings on examination of the spinal fluid unassociated with clinical change 
and 5 per cent decided clinical deterioration with no improvement or progression 
in the findings on examination of the spinal fluid. In 8 per cent of the total 
negative Wassermann reactions of the spinal fluid have developed. 

The patients with no previous therapy have apparently responded best to peni- 
cillin, while those with previous adequate chemotherapy have shown the poorest 
response Febrile Herxheimer reactions have been frequent, but there have been 
no reactions necessitating the termination of therapy. 

The authors are of the opinion that results with penicillin therapy will for the 
moment, in the limited period of observation, bear comparison with those of fever 
therapy. Its effect has been equal to or superior to that obtained by longer, more 
expensive, more reactive fever therapy, arsenotherapy or treatment with heavy 
metals. . 


PENICILLIN THERAPY OF Earty Sypuitis IN 14,000 Patients: Fottow-Up 
EXAMINATION OF 792 Patients Stx oR More Montus AFTER TREATMENT. 
Donatp M. Pittssury, Am. J. Syph., Gonor. & Ven. Dis. 30:134 (March) 
1946 
Over 14,000 patients with early or latent syphilis or with syphilis which had 

not responded satisfactorily to previous treatment with standard or intensive arseno- 

bismuth therapy received treatment with penicillin. 

The system of treatment employed in all patients consisted of a total of 2,400,000 
Oxford units of sodium penicillin, divided into sixty intramuscular injections of 
40,000 units each at three hour intervals for a total period of seven and one- 
half days. 

Infectiousness, with rare exceptions, was controlled promptly. The incidence 
of infectious relapse after penicillin was low and will usually occur within twenty 
weeks after treatment. 

Achievement of seronegativity six months after the initial treatment is signifi- 
cantly lower in seropositive primary and in secondary syphilis than in seronegative 
primary syphilis. The incidence of asymptomatic neurosyphilis disclosed by exam- 
ination of the spinal fluid performed six to eight months after treatment is extremely 
low. The initial promise of penicillin as the best single agent against syphilis is 
being fulfilled. 


THE PROBLEM OF REINOCULATION OF HUMAN BEINGS WITH SPIROCHETA PALLIDA. 
HERMAN BEERMAN, Am. J. Syph., Gonor. & Ven. Dis. 30:173 (March) 1946. 
The author presents an exhaustive review of the literature dealing with reinocu- 
lation of human beings with Treponema pallidum. 

Reinoculation with T. pallidum is successful in all phases of untreated human 
syphilis (superinfection), but in dementia paralytica the number of successful 
reinoculations is small. The reinoculation lesions have a tendency to resemble 
those representing the phase of syphilis that the patient is in at the time of 
reinoculation. 

Reinoculation of patients supposedly “cured” of syphilis (reinfection) has rarely 
been reported. The data on reinoculation of human beings with syphilis are not 
of sufficient size to answer definitely the question as to whether reinfection is 
possible in human beings. While there is evidence that reinfection (or superinfec- 
tion) may occur, the data cannot be construed as a rational basis for the now 
numerous cases of reinfection reported in patients treated by intensive therapy for 
syphilis (this is especially applicable for the number of cases of reinfection reported 
following penicillin therapy). 

However, since there are no absolute criteria of biologic cure or adequate 
means to identify asymptomatic infections in human beings, it is possible that 
reinfections may take place on a scale larger than hitherto suspected. 


RevutTeER, Milwaukee. 
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THE ROLE OF VITAMINS IN THE PATHOGENESIS AND TREATMENT OF SKIN DISEASES. 
L. N. MASHKIELEISON, E. B. Benyamovicn, E. D. KricnevsKaya and L. V. 
Suatamova, Am. Rev. Soviet Med. 3:19 (Oct.) 1945. 


The metabolism of ascorbic acid and its therapeutic effect were studied in 
cases of erythroderma, psoriasis, eczema, pyogenic infections and pityriasis rubra. 
Patients received daily doses of 300 mg. of ascorbic acid intravenously or 600 mg. 
orally. Fifty per cent of the patients with erythroderma showed improvement. 
Gratifying to excellent results were obtained in some cases of eczema, psoriasis, 
neurodermatitis and furunculosis. In only 11 out of 85 cases were the results 
from use of ascorbic acid completely unsuccessful. The authors feel that ascorbic 
acid should be used freely in the treatment of cutaneous diseases as an adjunctive 
method. 

The blood of patients with eczema, ichthyosis, keratosis, follicular kyperkeratosis, 
keratosis follicularis and pityriasis rubra were examined for blood carotene levels 
and vitamin A values. The blood carotene levels were found to be normal, but the 
vitamin A values were below normal in cases of ichthyosis, follicular kyperkeratosis, 
keratoderma of palms and soles and keratosis follicularis. This would seem to 
indicate that the transformation of provitamin A in these diseases is impaired and 
insufficient intake of fats and diminished function of the gastrointestinal or biliary 
tract and, particularly, of the reticuloendothelial system may be responsible. The 
authors attach a great deal of significance to this fact. They think that it explains 
why in some cases of frank “A” hypovitaminosis massive doses of carotene fail 
to cause any improvement. As a result of these findings, concentrated vitamin A 
in doses of 100,000 units was administered daily. An increase in the blood level 
of vitamin A followed and was accompanied with improvement in the condition 
of the skin of the patients. Best results were obtained in follicular keratosis, 
pityriasis rubra and seborrheic dermatitis. 

Riboflavin was used to treat various dermatoses. It was administered in 5 mg. 
doses two or three times daily for one to four weeks. Relief of itching in seborrheic 
dermatitis was noted after several days of treatment. Gratifying results were 
obtained in rosacea, but the drug had to be supplemented with nicotinic acid before 
the rosacea completely cleared. Complete cure was obtained in 5 cases of cheilitis 
and 2 cases of black tongue. Riboflavin was useless in lichen planus. 


Nicotinic acid alone was used in 62 cases of various dermatoses. Most patients 
received 0.1 Gm. of nicotinic acid three to five times a day for two to three weeks. 
The greatest therapeutic result was to ameliorate or stop completely the pruritus 
occurring in lichen planus and eczema. The objective symptoms disappeared in 
30 patients suffering from rosacea, seborrhea, neurodermatitis and parapsoriasis. 
Fifteen patients did not show any improvement at all, while 17 patients were 
slightly to moderately improved. 

The authors feel that the vitamins are an excellent adjunct to treatment and 
that cutaneous diseases which do respond to vitamin therapy need not be regarded 
as avitaminoses. Apart from their pure action as vitamins, the vitamins exert a 
pharmacodynamic curative effect and a regulating influence on numerous processes 
in the organism. 


PENICILLIN IN PREVENTION OF PRENATAL SYPHILIS. “Mary STEWART GOODWIN 
and JosepH EARLE Moore, J. A. M. A. 130:688 (March 16) 1946. 


Thirty-one mothers, all of whom had early infectious syphilis, were treated 
with penicillin. All these syphilitic pregnant women were delivered of normal 
infants. Pregnancy did not exert any effect in slowing up serologic response, 
since the pregnant patients reverted toward seronegative at the same rate as non- 
pregnant patients. Abortion is not more frequent during penicillin treatment of 
the mother than during other forms of antisyphilitic treatment. It is recommended 
that in syphilitic pregnant women penicillin be used routinely for the prevention 
of prenatal syphilis. The total dose of penicillin should not be less than 2,400,000 
units over a period of seven and one-half days. 
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DESENSITIZATION TO INSECT Bites. ALEXANDER HatorF, J. A. M. A. 130:850 


(March 30) 1946. 

One hundred and twenty-nine susceptible infants and children were immunized 
against flea bites. The flea antigen used consisted of an extract of the whole 
fleas of cats, dogs and human beings (Ctenocephalides felis, Ctenocephalides canis 
and Pulex irritans). The average number of injections of flea antigen given was 
four. One hundred, or 78 per cent, of the patients were benefited. 

HENSCHEL, Denver. 


Some OsscurRE AND PARADOXICAL ProsLeMs oF SypuHiLis. Upo J. WILE, Proc. 
Inst. Med. Chicago 16:246 (Nov. 15) 1946. 

The obscure and paradoxic character of syphilis observed clinically, in the 
laboratory and in animal experiments, is noted first in the infecting organism 
itself. which, in spite of twenty-five years of research, still cannot be distinguished 
morphologically from the organisms causing yaws and pinta and from the non- 
pathogenic Spirochaeta microdentium. 

Laboratory experiments show that no domesticated animal can be infected with 
syphilis in precisely the same manner as the human host. Even in the anthropoid 
apes the disease differs in its modification and in the spontaneous resolution of its 
course. Various strains of white and gray mice as well as the Egyptian hamsters 
can readily be inoculated with various strains of rabbit-born human syphilis. 
Animals so inoculated are capable of infecting rabbits by the introduction of brain, 
spleen, gonads and lymph node substance; however, in no instance do the infective 
inoculums show either pathologic evidence of the disease or any organisms by 
dark field examination. The syphilis-bearing mice are invariably seronegative in 
reaction although the infected rabbits always show a seropositive blood reaction. 
Furthermore, the syphilis-infected mice are unable to convey this infectiousness to 
their offspring. 

It is thought that the mice carry the syphilis organism in an infravisible or 
possibly granular form, which may explain the reactivation of latency and the 
transmissibility of occult syphilis in conjugal infections. This form may also be 
the activating factor in interstitial keratitis. 

In acquired human syphilis there is a peculiar affinity for the endothelial lining 
and musculature of blood vessels, bony structure and the parenchyma of the brain, 
liver and testes and a peculiar avoidance of the parenchyma of the thyroid, pan- 
creas, kidney and ovary. There is also an unexplainable paradoxic affinity during 
the early and late manifestations of the disease for structures lined with squamous 
epithelium, whereas structures lined with columnar epithelium are rarely if ever 
involved. 

The reproductive organs of both sexes present a curious paradox in that the 
testes are frequently involved in the acquired infection while syphilis of the 
ovaries does not exist. Another peculiarity is that, while most infections during 
gravidity are viewed with alarm, syphilis in the pregnant woman runs a milder 
course. Whereas gross and microscopic changes in the smooth muscle of the 
heart and the blood vessels form an essential part of the pathologic changes in 
syphilis. the smooth muscle of the uterine body is never involved. 

Syphilis of the central*nervous system presents the paradoxic involvement of 
the gray matter accompanied by a rich implantation of organisms in dementia 
paralytica and involvement of the white matter unaccompanied by demonstrable 
organisms in tabes. Also, by contrast, when other micro-organisms invade the 
nervous system serious clinical symptoms become manifest, whereas involvement 
by Treponema pallidum often produces no clinical symptoms. 

In spite of the extensive involvements of the cardiovascular system acquired 
syphilis plays an inconspicuous role in either premature or senile arteriosclerosis. 
It is further paradoxic that in spite of pronounced changes at the base of the aorta, 
frequently extending to the aortic valves, major coronary occlusion is a clinical 
rarity. 

Congenital syphilitic infections also present inconsistent and curious effects. 
Interstitial keratitis, one of the severe manifestations, is unique in the absence of 
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demonstrable organisms, resistance to treatment and involvement of the unaffected 
eye during energetic therapy. The tardy manifestations are likewise strange in 
that they frequently do not become manifest until accident, disease or pregnancy 
initiate their appearance. Likewise difficult to understand in congenital syphilis 
is the frequent finding of dementia paralytica and the extreme rarity of the tabetic 
syndrome as well as the absence of cardiovascular syphilitic disease. 

Lastly, there is the peculiar behavior of the reagents in the blood stream. It 
is becoming increasingly clear as time goes on that the serodiagnostic procedures 
can be under many circumstances devoid of etiologic significance and lead to 
misinformation and needless therapeutic procedures. 

The author points to the increasing list of diseases which give so-called false 
positive reactions and states that the time has arrived when much more critical 
appraisal must be made in the presence of a positive reaction than appeared 


necessary a decade ago. Room, South Bend, Ind. 


FALSELY POSITIVE WASSERMANN AND KAHN REACTIONS IN INFECTIVE HEPATITIS. 
J. H. Waetscu, Brit. M. J. 1:353 (March 9) 1946. 


A case of infective hepatitis with transient biologic false positive Wassermann 
and Kahn reactions is reported. The case was one of a large series met with 
while the authors were working on a routine scheme for investigation of jaundice 
and enlargement of the liver without jaundice. SHaw, Chattanooga, Tenn. 


HerpPes ZOSTER IN AN ISOLATED Community. E. J. S. Woottey, Brit. M. J. 

1:392 (March 16) 1946. 

On the island of Tristan da Cunha, in the South Atlantic, there lived some 
220 persons, none of whom had ever suffered from chickenpox. In 1942 a party 
of military personnel was established on the island. In May 1943 the author saw 
there a typical case of herpes zoster. Such a disease had not been seen before by 
the islanders. The anticipated sequel, an epidemic of chickenpox, did not occur. 
No further cases of herpes zoster were seen until December 1943, when a typical 
outbreak developed in a man. Again no chickenpox followed. Three and a half 
months later, in March 1944, a third case of herpes zoster occurred. There were 
no further cases by the time the author left the island in July 1944, nor had there 
been any cases of chickenpox. j 

If there were conditions in which an epidemic of chickenpox might be expecte 
to follow herpes zoster, they were present on this island, since none of the 
inhabitants had any acquired immunity to the virus and the people lived in 
crowded, dirty cottages. The author interprets the events as indicating that 
herpes zoster can be caused by neurotropic viruses other than the virus of 


chickenpox. SHaw, Chattanooga, Tenn. 


Ovut-PaTreENT TREATMENT OF EARLY SYPHILIS WITH PENICILLIN. T. R. LLoyp- 
Jones, S. J. ALLEN and E. M. Donatpson, Brit. M. J. 1:567 (April 13) 1946. 


On the hypothesis that a continuous level of penicillin in the blood stream is 
not necessary for the cure of syphilis, the authors adopted a scheme of inter- 
mittent penicillin therapy, with encouraging results. For primary syphilis they 
recommend eight daily, single injections of 500,000 units dissolved in 2 to 3 cc. of 
sterile water and injected intramuscularly, giving a total dosage of 4,000,000 
units. For secondary syphilis they recommend ten daily injections of 500,000 units 
each, giving a total dosage of 5,000,000 units. Two series of patients were treated 
with single daily injections. Of 102 patients, 78 received 300,000 units intra- 
venously for a total of 2.4 to 3.9 mega units, with a relapse rate of 9 per cent. 
The remaining 24 were given 500,000 units intravenously in a single dose daily 
for a total of 2.5 to 5.0 mega units, with a relapse rate of 4.2 per cent. 

In the second series of 113 cases the patients were treated by the single daily 
intramuscular injection technic. One hundred and nine received 300,000 units in 
a single injection for a total of 2.4 to 4.5 mega units, with a relapse rate of 5.5 per 
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cent, while 4 patients received 500,000 units by a single, daily intramuscular injec- 
tion for a total of 4 mega units, with a relapse rate of 0 per cent. The observation 
period in all patients ranged from three to ten months. 


Suaw, Chattanooga, Tenn. 


A Visit to A Leper Cotony. P. P. Newman, Brit. M. J. 1:616 (April 20) 1946. 


The author describes a visit to a leper colony in India which accommodated 
about 700 patients. The standard treatment was by injections of chaulmoogra oil 
in 4 per cent creosote or thymol. The results, on the whole, were good. As many 
as fifty injections were given with % inch (0.6 cm.) needles into the skin around 
the leprous areas in addition to daily intramuscular injections. 

Syphilis and tuberculosis were common complications. Surgical amputations 
were frequently performed, despite which fact there was a remarkable degree of 
mobility and stability. Morale among the patients was surprisingly high, and it 
was obvious that the medical staff, despite working under inadequate conditions, 


was performing an excellent service. SHaw, Chattanooga, Tenn 
’ ’ . 


Mopes oF TRANSMISSION OF HANSEN’S DISEASE (LEPROSY). B. Morser, Leprosy 
Rev. 16:63 (Dec.) 1945. 


The author states the belief that the name “Hansen’s disease” should replace 
the term “leprosy” and that the word “leper” should be abolished. Hansen’s dis- 
ease is generally believed to be spread by long-continued, intimate contact. After 
sixteen years’ work at a hospital in South Rhodesia, Moiser expresses the opinion 
that this view is entirely erroneous. He spent six years investigating the role 
which cockroaches play in the transmission of leprosy. Many hundreds were 
examined, and 69 per cent showed acid-fast “oval bodies” microscopically which 
had the appearance of Hansen’s bacilli. Such bodies could not be found in ticks, 
bedbugs or flies. Similar bodies were found in the dried feces of cockroaches 
in such numbers as to suggest that they multipled in the gut of the cockroach. Such 
droppings could be a source of infection and would explain why the disease is 
one affecting a house and family. The author states that further investigation is 
necessary to prove his theory. 


Patm Or 1n Leprosy. L. LENGAvER, Leprosy Rev. 16:67 (Dec.) 1945. 


The author tells of a native of South Nigeria in whom leprosy developed and 
who left his native village “from shame.” He built himself a hut near some palm 
trees and accepted his fate. He began rubbing his skin with palm oil and drinking 
the uncooked oil. His health improved, and in a year he was cured. He tried the 
same treatment, with successful results, with others. The author used a palm oil 
ointment on chronic ulcers in leprosy and found it extremely satisfactory.’ He also 
administered 1 cup of palm oil daily by mouth. Most of the patients improved 


remarkably. LayMon, Minneapolis. 


INVESTIGATION INTO THE DEVELOPMENT OF TUBERCULOUS ALLERGY. K. Sipos, 
Acta dermat.-venereol. 22:138 (March) 1941. 


A suspension of Mycobacterium tuberculosis in isotonic solution of sodium 
chloride was irradiated for fifty hours by quartz light and was used to inoculate 
guinea pigs intracutaneously, subcutaneously and intraperitoneally. All the animals 
thus sensitized responded with identical allergic phenomena regardless of the route 
of inoculation. When tested against tuberculin, a moderate hyperemia developed 
at the site of the test, which did not correspond to the type of reaction found in 
tuberculous animals. When tested with the bodies of the destroyed Myco. tubercu- 
losis the sites of the tests. became inflamed and then suppurated. This differs in 
the type of reaction observed in tuberculous animals which are tested with the 
bodies of the dead organisms. There is in the tuberculous animals a necrosis at 
the site of the test rather than a suppurative process. Sipos concludes that the 
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reason for this difference is that tuberculous animals have a combined allergy to 
tuberculin and to the bodies of the organisms. 


RuBROPHEN IN CUTANEOUS TuBERCULOSIS. T. E. Oxrn, Acta dermat.-venereol. 
22:150 (March) 1941. 


Rubrophen (a rosolic acid preparation) has an amazing curative effect on 
tuberculids and on ulcerated lupus processes. It has a beneficial effect on the 
tumidus type and no effect on the lupus planus variety. In respect to the latter 
two types of cutaneous tuberculosis, the drug is valuable only as an adjunctive 
method of treatment. At the onset there is a rapid regression of lesions. With 
continued treatment the improvement slows down, and after it has reached a 
certain stable point no further improvement can be expected. This phenomenon 
indicates the value of periodic rather than continuous treatment. 

Contrary to the general opinion that the use of rubrophen will cause an increase 
in the number of red cells, a decrease may be observed. The drug evidently does 
not have any direct bactericidal effects. The results, rather, may be attributed to 
its power of stimulating and strengthening natural powers of resistance. 


A Case or “Pitt Tortr.” R. T. Byornstap, Acta dermat.-venereol. 22:242 (May) 
1941. 


A woman 25 years old was presented with a peculiar anomaly of the hair, 
which she had since birth. The hairs were short, thin, easily broken and only 
loosely attached to the hair follicles. They were longitudinally furrowed and 
ridged and were twisted on their longitudinal axes as much as 180 degrees. His- 
tologic examination of the scalp revealed slight superficial inflammation. Sebaceous 
glands were abundant. Immediately above the bulb the hair was round, but the 
ridges and furrows started deep in the follicular portion of the shaft. Similar 
changes were found in the eyebrows. Bjornstad was of the opinion that this 
was a congenital malformation, although no information as to its presence in other 
members of the patient’s family was available. 


SENSITIZATION TO EprsLE MusHrooms. S. HELLERSTROM, Acta dermat.-venereol. 
22:331 (Sept.) 1941. 


An erythematous macular eruption accompanied with considerable edema was 
present on the hands and face of 2 women who had handled raw edible mushrooms 
for about twenty years without any cutaneous or general untoward reaction. For 
several years prior to this investigation both patients noted that cutaneous lesions 
developed after the handling of mushrooms. 

A strongly positive reaction was obtained on 1 patient with patch tests of 
Boletus luteus L. and a weakly positive reaction to Boletus edulis Bull. The other 
patient demonstrated positive reactions to Boletus luteus L., Lactarius deliciosus 
and Clavaria flava Schaeff. In the latter case sensitivity to the allergenic mush- 
rooms was also demonstrated on eating them fried. Boiling seemed to inactivate 
the allergenic properties of the fungi. 


Tue EFFEct OF TURPENTINE Ort ON NORMAL AND HyPERSENSITIVE Skin. I. 
Roxstap and P. Bonnevie, Acta dermat.-venereol. 22:401 (Nov.) 1941. 


The proportion of the hydroaromatic hydrocarbons (terpenes) which can be 
produced in the pure state by fractional distillation determines the properties of 
the various oils of turpentine in which they are contained. 

These oils have both primary toxic and eczematogenous effects. At first it was 
believed that the latter effect was due to the impurities, but later it was realized 
that this was an inherent potentiality of the terpenes. 

The purpose of this experiment was to determine these two properties of the 
various terpenes in oil of turpentine. Six substances—alpha-pinene, beta-pinene, 
delta (3)-carene, a mixture of monocyclic terpenes (of undefined composition), 
d+ 1 limonene (dipentene) and the low boiling impurities in sulfate turpentine— 
were used in tests in concentrations of 0.1, 0.5, 1.5, 5, 15, 30, 45, 60, 75, 90 and 
100 per cent. 
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The toxic effects of these substances were tested on persons known to be not 
sensitive to pinene, while the eczematogenous properties were tested on persons 
known to be strongly allergic to pinene. At first, ordinary patch test methods 
were used. It soon became evident that, for testing the toxicity of the terpin, 
the usual patch tests were useless, so a new method was devised—the adhesion 
chamber method—by Rokstad. This consisted of a celluloid chamber resembling 
a hollow ground slide used in studying hanging drops. The substance to be tested 
was placed in the well of the chamber and applied to the skin with slight pressure 
in such a manner that there was no air cushion left in the chamber. Over this 
was placed a plaster which had a hole in the center corresponding to the top of 
the chamber. This plaster was used to fix the chamber to the skin. The ordinary 
patch tests were used to test the eczematous properties of the terpenes. 

The toxic effects began to appear when the concentrations reached 30 per cent 
and increased in frequency and strength in direct proportions to the increase in 
concentration. One hundred per cent of all persons tested reacted to some con- 
centration of the terpene above 30 per cent, revealing the substance to be a primary 
irritant 

The allergic potential of these substances was demonstrated in concentrations 
of 0.1 per cent or less. Since all the persons tested were known to be allergic to 
pinene, positive reactions were expected in all cases. The purpose was to determine 
how strong the allergenic power of these substances was. Threshold values were 
established by the investigations on the bases of the smallest concentration of the 
substance needed just to produce a reaction. It was found that the eczematous 
responses varied in different persons and in the same persons to different substances. 
These eczematous responses were considered dependent on previous exposures and 
experience with the offending substances while the threshold values were true 
expressions of the allergic potentials of the test substance. 

The results of the experiment indicated that delta (3)-carene and limonene 
had the strongest allergenic power. Next in order came beta-pinene, monocyclic 
turpenes, alpha-pinene and finally the low boiling impurities. 

In comparison of the toxic and the allergenic properties, parallelism was seen 
only in the low boiling impurities. In the other substances the degree of toxic 
or primary irritative property was related to the boiling point of the turpene. The 
reaction to toxic concentrations was considered an expression of the role played 


by the barrier of the skin. 


PARAKERATOSIS VARIEGATA (PARAPSORIASIS VARIEGATA S. RETICULARIS). W. L. L. 
Carot, J. R. PRAKKEW and W. Sticer, Acta dermat.-venereol. 24:1 (Jan.) 1943. 
Two cases of parakeratosis variegata are described in detail. The condition 
in 1 of them was originally diagnosed as parapsoriasis en plaque. The true diag- 
nosis became evident when the skin was examined histologically. 

The authors found on histologic examination that a mild exudation was usually 
present, accompanied with some parakeratosis and local atrophy. In the stratum 
papillare and just below it there was a consistent perivascular round cell infiltra- 
tion. This infiltration was most prominent around the vessels which ran from 
the deeper layers of the skin to the surface. Occasionally this infiltrative process 
reached as far as the cutis. At times the infiltration was not limited to the vessels 
but was diffuse and localized in the papillary and subpapillary areas. 

In this disease the reticular pattern was a constant finding. There were patterns 
here which had to be differentiated. One was a primary network composed of 
numerous unaffected islets of sound skin, and the other was a secondary network 
whose meshes corresponded to the areas of atrophy which replaced the primary 
papule. 

The differentiation made by Civatte between parakeratosis variegata with and 
without atrophy was rejected because it was thought that atrophy was merely a 
measure of degree of involvement. 

Parakeratosis variegata, although it may still be classed in the parapsoriasis 
group, is a disease entity and should not be considered a rare final stage of 


ParRgeae es. Rostnson, Washington, D. C. 
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MANHATTAN DERMATOLOGIC SOCIETY 
E. W. Abramowitz, M.D., President 
Wilbert Sachs, M.D., Secretary 
Oct. 9, 1945 


A Case for Diagnosis (Scleredema Adultorum? Scleroderma?). Pre- 
sented by Dr. E. W. ABRAMOWITZ. 


Mrs. E. L., a woman aged 57, born in Germany, first noted stiffness of the 
shoulders in 1941. This has gradually spread so that now the neck, chest, arms 
and thighs present a leathery hardness. The hands and feet are not affected. 
The disturbance appeared suddenly, with no previous illness or operation except a 
hysterectomy in 1925. 

Since 1941 the patient has received fever therapy, injections of typhoid vaccine 
and roentgen therapy, without relief. She has had a thorough physical examination 
at the Mayo Clinic and at the New York Post-Graduate Medical School and 
Hospital, where electrocardiographic, encephalographic and basal metabolic tests 
revealed a normal condition. 

The patient has been under my observation since June 22, 1945. She is receiving 
neostigmine, 15 mg. two or three times daily, with baking and massage. The skin 
has at times shown softening, but there has been only slight relief from the choking 
sensation, difficulty in breathing and interference with free motion of the arms of 
which the patient complains. Biopsy revealed changes compatible with scleredema. 

The patient is presented for suggestions as to treatment. 


DISCUSSION 


Dr Max ScHeeEr: [ think a diagnosis of scleredema adultorum can be ruled 
out, for the following reasons: First, the disturbance did not follow an infectious 
disease such as influenza or any other infection, and, second, even untreated 
scleredema spontaneously disappears, usually in a few months, a year or a year 
and a half. The wide extent of this eruption, the boardlike induration and the 
absence of erythema, such as is seen in scleredema adultorum, makes it scleroderma, 
in my opinion. ' 

Dr. IsaporeE Rosen: I had just the opposite impression of the condition in this 
case. The skin itself is soft, but the underlying structures are firm, giving the 
impression of edema, whereas in scleroderma the epidermis itself shows changes 
which are perceptible to the touch. The changes in the epidermis are lacking in 
this case. In a process which has lasted so long there should have been changes 
in the distal portions of the upper and lower extremities. My clinical diagnosis is 
scleredema adultorum. 

Dr. Georce C. Anprews: Three weeks before the onset of this disease the 
patient hzd a severe accident, involving a blow on the forehead and unconsciousness. 
She was confined to bed and suffered from headaches and dimness of vision. She 
attributes her present difficulty to that injury. I do not know whether it could 
have affected the pituitary body or not. All that Dr. Scheer says is true. At 
the same time, I feel that this illness is of long duration for scleredema adultorum. 
I have never seen a case of scleroderma like this before, or one without more 
involvement of the skin. The epidermis and dermis are apparently normal. The 
subcutaneous tissues may be involved, but I feel that the lack of involvement of 
the hands and feet and the limitation of the disease to the upper part of the body 
are factors in favor of the diagnosis of scleredema. 
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Dr. Frep Wise: I am in accord with Dr. Rosen and Dr. Andrews in their 
opinion that this case is not one of true scleroderma. The epidermis shows nothing 
abnormal, but the skin is bound down. I favor the diagnosis of scleredema adul- 
torum, regardless of the duration of the disease in this case. 

Dr. WILBERT SAcHS: I agree with what the others have said. This case has 
features of scleredema and also of scleroderma. If one puts them together, one 
comes to the conclusion that the disease is probably the edematous stage of sclero- 
derma. This would have all the features seen in this patient. One does not know 
how long it takes for sclerosis to develop in any given case, but eventually it 
does form. 

Dr. E. W. AsrAmowi!1tTz: I am in favor of the diagnosis of scleroderma, even 
if the patient does not show all the classic features of that disease at present. 
She is getting some relief from neostigmine bromide, given as 15 mg. tablets three 
times a day; this drug causes increased vascularity of the skin. Baking and 
massage, with warm baths, keep her still more comfortable. 


A Case for Diagnosis (Poikiloderma Vasculare Atrophicans?). Presented 
by Dr. IsaporE ROSEN. 


H. E., a woman aged 48, registered at the clinic of the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital in September 1945, 
complaining of an eruption of ten years’ duration. 

On tke right upper part of the chest, on both arms, in the axillas, on the lateral 
aspects of the trunk and over the abdomen, the hips and the inner aspect of the 
left thigh there are large erythematous and scaly plaques, which on close examina- 
tion show spots of telangiectasia, pigmentation, depigmentation and atrophy. On 
poth thighs and forearms and the trunk there are round or oval, slightly scaly, 
brownish lesions varying in size from that of a quarter to that of a silver dollar. 
These are apparently of recent origin. 

Laboratory examinations, including blood and differential counts and urinalysis, 
gave normal results. Serologic tests for syphilis gave negative reactions. 

Biopsy of the affected skin was reported to show mycosis fungoides. 


DISCUSSION 


Dr Davip BLoom: This patient presents two kinds of lesions: the large plaques, 
showing the features of poikiloderma, and the round or oval lesions, which are 
slightly raised and brownish. The patient states that the latter lesions are of more 
recent origin. Both biopsy specimens have been taken from these brownish lesions, 
which do not yet show the clinical features of poikiloderma; accordingly, the 
features of poikiloderma are not seen microscopically. In spite of the pathologist’s 
report of mycosis fungoides, the diagnosis of poikiloderma vasculare is to be favored. 

Dr. Wivpert Sacus: I saw no evidence of poikiloderma in the slide. The 
elastic tissue was present. There was evidence of mycosis fungoides, with epithe- 
lioid and other type cells. It is interesting that extensive forms of what appears 
clinically to be poikiloderma often terminate in mycosis fungoides. 

Dr. Maurice J. Costetto: I think this patient has mycosis fungoides. Some 
of the nummular lesions show infiltration, and there is a difference in the infiltra- 
tion in the same and in different lesions. It is not too unusual in cases of mycosis 
fungoides of long standing to observe plaques which become telangiectatic and 
undergo atrophy. 

Dr. E. W. Asramowitz: I recall seeing a patient for whom a diagnosis of 
parapsoriasis en plaques disseminees was made but who had lesions resembling 
poikiloderma vasculare atrophicans. That patient had received grenz radiation 
therapy, and the question arose whether the eruption was a secondary radioderma- 
titis. He later had mycosis fungoides. 

Dr. IsaporE Rosen: Almost every time a patient with this disease is presented 
there are variations in clinical interpretation. There are lesions in this case which 
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would fit in with parapsoriasis, and even psoriasis, but on careful analysis the 
telangiectasia, pigmentation and atrophy in some of the lesions confirm the diag- 
nosis of poikiloderma. 


Dermatophytosis {(Eczematized). Presented by Dr. Georce M. Lewis. 


M. D, a man aged 55, first noted an eruption on his feet over a year ago. He 
has had considerable therapy from several physicians, beginning with camphorated 
phenol N. F., carrying through with a series of roentgen treatments and including 
a large assortment of salves, foot baths, and the like. There are periodic exacer- 
bations, the last of which occurred three weeks ago. 

Examination reveals an acute, inflammatory dermatitis involving the feet 
and hands. The affected skin is erythematous and edematous. There are a 
number of deep-seated vesicles and pustules on the soles and fhe sides of the 
fingers. A fading, erythematous, blotchy eruption may be observed on the thighs 
and legs Lelow the knees. 

Culture on August 15 was negative for fungi. 


DISCUSSION 


Dr Maurice J. CosteEtto: I should like to suggest that this patient be given 
patch tests of the inner sole and lining of his shoes. It is possible that the dye of 
the leather shoe lining is the cause of his eruption. : 

Dr. IsaporE Rosen: I agree with Dr. Costello that the patient has a contact 
dermatitis rather than an eczematized dermatophytosis. - Every now and then one 
sees a patient with cutaneous manifestations which clinically suggest dermatophy- 
tosis but which on careful examination are more diffuse and involve larger areas 
than are ordinarily seen in dermatophytosis. Occasionally one sees a bullous 
eruption closely resembling the bullous type of erythema multiforme, with extensive 
involvement of other parts of the body, as a result of sensitivity to leather dyes. 
For the patient under discussion, I should advise changing to canvas shoes for 
a while and using local bland treatment. I should also suggest patch tests. 

Dr. GeorceE C. ANDREWS: Last winter I worked on 2 cases of this kind; 
I performed patch tests to leather and shoe linings, and some of the tests gave 
strongly positive reactions. One patient was in the office recently, apparently well, 
but he had an experience a few months ago which was interesting. He carried a 
leather pocketbook in his right hip pocket and got a patch of dermatitis on the 
right buttuck, which he could not explain. As soon as he stopped wearing his 
pocketbook in his hip pocket the dermatitis disappeared. One of the men who 
worked with me on those cases has written me since that in similar cases he has 
taken hematocrit readings, found a macrocytic anemia and administered crude 
liver extract and pyridoxine, with great benefit. 

Dr. E. W. ApramowitTz: I had a patient with dermatitis of the feet that 
resulted not from the shoes themselves, but from an ointment containing sulfanila- 
mide which got into the shoes. 

Dr. GrorceE M. Lewis: Cases such as this are common enough, so that every 
one has had experience with the difficulty of managing them. Since my report on 
shoe leather dermatitis (Dermatitis Venenata Due to Shoe Leather, Arcu. Dermat. 
& SypxH. 24:597 [Oct.] 1931), I have observed many instances of proved contact 
dermatitis from shoe leather, but none resembling the case under discussion. 
However, I shall make patch tests to be certain. It would seem that the first 
eruption was a tinea infection; the fungi have probably been killed, but, as so 
many do, the patient has acquired a high sensitivity of the skin. Whereas fungi 
do not grow well on eczematized skin, the converse is true, and in the infection 
due to Microsporum gypseum one frequently sees a superimposed eczema or 
dermatitis. This patient has several known sensitivities, including a pronounced 
reaction to salicylic acid. He undoubtedly rubs and scratches into his skin a large 
number of pyogenic organisms. Cases such as this may become complicated, and 
their management is often difficult. At present the patient is using bland powders 
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and pastes. I think one has to be careful in the use of roentgen rays, ultraviolet 
rays, oidiomycin and all strong topical remedies. 


Carotenemia. Presented by Dr. THomas N. GRAHAM. 


M S.. a woman aged 21, born in the United States, was first seen by me on 
September 28. She complained of a discoloration of four years’ duration involving 
her palms and soles. She stated that she and her mother had been drinking large 
quantities of carrot juice since before the onset of the eruption. They had been 
told that carrot juice was beneficial to the eyes. 

There is a yellowish pigment of the palms and soles. Examination of the 
patient’s mother showed a similar, but less pronounced, eruption. 

It has not been possible as yet to have blood tests for carotene or urinalysis 
for carotenoid pigment. 


A Case for Diagnosis (Neurodermatitis—Hypertrophic or Tumid Type?). 
Presented by Dr. IsApoRE ROSEN. 


Mrs. A. O., previously presented before the New York Academy of Medicine 
on Jan. 2, 1945, is presented again for further discussion. 

At present the lesions consist of groups of raised, slightly infiltrated papules, 
which under the microscope are undoubtedly vesicular. The eruption is now most 
profuse on the flexor surfaces, anteriorly and laterally, of the upper extremities, 
extending downward toward the hands, where the eruption is on the extensor 
surfaces. The eruption on the chest consists of lesions which are fused, forming 
a large plaque covering the entire sternum. The abdomen is fairly free, and so is 
the back. The eruption on the lower extremities involves the inner surfaces of 
the thighs, where the characteristics are similar to those on the upper extremities. 

The main complaint is itching and burning, although there are no clinical 
evidences of scratching. 

This patient has been observed for three years, during which time the lesions 
have not changed in the slightest, except that in certain areas they have disappeared. 
She has had various types of treatment, both internal and external, including 
roentgen irradiation, without any effect on the lesions. 

During the past two or three months the patient has gained 5 pounds (2.3 Kg.) 
in weight and looks much better than she ever did. The patient states that she 
feels best when at the seashore, taking ocean baths and sun-bathing. During cold 
weather her symptoms are greatly aggravated. 


DISCUSSION 


Dr. Frep Wise: I agree with the diagnosis as presented. Cases of this kind 
are described and illustrated in Jadassohn’s “Handbuch” under the name of neuro- 
dermatitis circumscripta hypertrophica. 

Dr. WicBert Sacus: I studied the slides in 2 biopsies and could not make a 
diagnosis of mycosis fungoides. One can put this process in the neurodermatitic 
group. The cells are all of one type, plasma cells, and they are focal about the 
vessels. I know of another case exactly like this in which the diagnosis of mycosis 
fungoides was made many times. The lesions were always pure plasmomas, and 
roentgen therapy gave little or no relief. I believe that this eruption is a distinct 
entity which belongs in the neurodermatitic group and is not related to mycosis 
fungoides. 

Dr Antuony C. CrpoLcaro: I treated this patient at the Skin and Cancer 
Unit with roentgen radiation. It is generally known that mycosis fungoides 
responds extremely well to irradiation. This patient did respond, but not well, 
and I think that the therapeutic test is in favor of the diagnosis of neurodermatitis 
and against that of mycosis fungoides. 

Dr. Grrscu D. AsTRACHAN: I observed in the Metropolitan Hospital a case 
of generalized neurodermatitis with large areas of swelling and hypertrophy of 
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the skin and lesions similar to those we saw tonight. I agree with Dr. Rosen’s 
conception of this case. 

Dr. IsADORE RosEN: This case was previously presented as “a case for diagnosis 
(mycosis fungoides?),” and almost all the members present suggested the diagnosis 
of mycosis fungoides. I can readily see how that diagnosis would have to be 
seriously considered from one examination. This case has been studied from many 
angles, including pathologic examination, but none of the observations fitted in with 
the diagnosis of mycosis fungoides. The lesions are tumid and highly pruriginous, 
and occasionally there is a serous exudate from the surface. At no time have they 
ulcerated or formed tumors. They are symmetrically distributed and resistant to 
all forms of therapy, including roentgen irradiation. 


Chronic Lymphedema of the Eyelids. Presented by Dr. Davip BLoom. 


S. M., a woman aged 73, came to the clinic of the Skin and Cancer Unit of 
the New York Post-Graduate Hospital on July 2, 1945, complaining of swelling 
of the evelids, which has been present for the past two years. 

The skin beneath both eyes is severely edematous, forming a walnut-sized bag. 
The upper eyelids are similarly affected, but to a less degree. The consistency of 
the swellings is of a gelatinous, cystic quality, being firmer on the left than on the 
right. The skin overlying the swellings is normal in color. 

The patient denies any preceding disorder of the skin or underlying tissues in 
the area of the eyes or face. 

The erythrocytic sedimentation rate was normal. The red and white blood cell 
count and the differential count gave normal values, but the color index was 
above 1. The urine was normal, and the Wassermann reaction of the blood was 
negative 

Examination of the nose and throat failed to reveal any abnormality. 


Pityriasis Rubra Pilaris. Presented by Dr. Jack Wor. 


F. L., a woman aged 26, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Hospital with an eruption on the face, hands and 
forearms of two or three months’ duration. She states that she had a similar 
eruption on the forearms once before, which healed spontaneously. 

On the nose the patient presents a somewhat larger than pea-sized, brownish, 
dry, rough, flat and barely elevated, circumscribed lesion with enlarged follicular 
orifices. There is diffuse bluish pigmentation of the face, chiefly in the zygomatic 
regions. The dorsal aspects of the proximal phalanges of all the fingers are pro- 
fusely covered with small, red, papular lesions, each pierced by a central hair. 
The lower half of each forearm, chiefly on the flexor surfaces but also extending 
posteriorly, is profusely covered with pinhead-sized, flat, erythematous papules, 
slightly raised above the level of the surrounding skin. 


DISCUSSION 


Dr. E. W. AsprAMow!tTz: There are some clues that might help; the pigmenta- 
tion of the face and the follicular plugging on the forearms may be due to the use 
of a fatty preparation in these areas. 


Periadenitis Mucosa Necrotica Recurrens: Aphthous Stomatitis? Pre- 
sented by Dr. THomas N. GRAHAM. 


A I., a man aged 26, born in Italy, was first seen at New York Hospital on 
September 14. He complained of recurrent ulcers of two and one-half years’ 
duration involving the tongue and buccal mucosa. He states that the lesions have 
been extremely painful and take from one to two months to heal, and that they 
are preceded by a lump under the mucous membrane. Since the onset of the 
eruption a new ulcer has appeared approximately every three weeks. There is no 
history of syphilis. 
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Examination shows punched-out ulcerations on the tip of the tongue and on 
the buccal mucosa on the left side. There are also a number of scars from previous 
lesions 

The Mazzini test of the blood was negative. Smears were negative for Vincent’s 
organism. The blood count showed 13 Gm. of hemoglobin per hundred cubic 
centimeters, 5,100,000 red cells and 11,600 white cells. The differential count was 
essentially normal. 

The patient had previously been treated with inoculations for smallpox and 
vitamin therapy. Since he has been under the observation of the presenter he has 
received two roentgen treatments of 75 r each at intervals of one week; he has 
been using an antiseptic mouth wash and has taken large doses of a vitamin B 
preparation. There has been no improvement in his condition. 


Erythema Elevatum Diutinum. Presented by Dr. Maurice J. CosTELto. 


J. H., a man aged 72, from the dermatologic wards of Bellevue Hospital, was 
previously presented by Dr. David Bloom before this society in January 1938 
(Arcu. Dermat. & SypH. 37:918 [May] 1938) with the diagnosis of possible 
lymphoblastoma or xanthoma, and was again presented by him before the May 
1938 meeting as having erythema elevatum diutinum (ArcH. Dermat. & Sypu. 
39:369 [Feb.] 1939). The patient was presented before other dermatologic 
societies, as indicated in the second reference. He is presented again to demon- 
strate the persistence of the eruption, the changes which have occurred in the 
lesions, some of which have undergone involution, and the progression of the 
disease, as evidenced by the appearance of plaquelike tumors. The patient has 
had no cunstitutional symptoms and has been in good health in spite of an extensive 
dermatosis. 

DISCUSSION 


Dr. WILBERT SAcHs: This case is interesting in view of the idea that there 
are two types of erythema elevatum diutinum. One is an atypical variety of 
granuloma annulare, with lesions similar to those presented by this patient. The 
other is a perivasculitis, as described by Weidman, in which the walls of the blood 
vessels are broken and about them are many polymorphonuclear leukocytes. Dr. 
Weidman performed the biopsy in this case, and it would be interesting to know 
which of the two types of processes he found, for clinically the lesions do not 
appear like the form he described. 

Dr. Frep WIseE: The lesions conform more closely to those of extracellular 
cholesterosis than to those of erythema elevatum diutinum. May I suggest that 
scarlet red stain be used when a fresh section is prepared? 

Dr. Wicpert Sacus: If this were the type that Weidman reported, I cannot 
understand how the lesions could become so large and fungating. There would 
‘have becn so much change in the vessels that the entire lesion would have become 
necrotic and broken down. 

Dr Max ScHEER: The lesions onthe buttocks, which I understand are fairly 
recent, look clinically like granuloma annulare. 

Dr. Maurice J. Costetto: The lesions on the hands have changed greatly in 
the last seven years. I last saw the patient four yea-s ago. At that time the 
lesions on the back of the hands resembled those which are seen on the buttocks 
this evening. I presented a patient before this society last year with a diagnosis 
of possible Kaposi’s sarcoma, which was later shown to be erythema elevatum 
diutinum. Several of the members suggested the diagnosis of xanthoma tuberosum 
multiplex because the lesions were confined to the backs of the elbows and knees. 
During the period of seven or eight months that the patient was under observation 
in the ward there was no change in the lesions, but later they suddenly began to 
ulcerate. Frequent attacks of erythema-multiforme-like lesions then developed on 
the hands, feet and neck, independently of the other lesions. 
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Sarcoidosis of the Skin. Presented by Dr. Wru1aM R. Hut Jr., Boston. 


The Reverend Sister E., aged 45, had noted the gradual development of nodules 
under the skin of the trunk and extremities during the past eighteen months. The 
skin overlying some of these nodules became discolored. No history of injury 
to these areas was obtained. The patient had no systemic complaints, and her 
general health had been excellent. She denied experiencing excessive fatigue or 
having had loss of weight or minor infections. There was no family history of 
cutaneous disease. 

Examination discloses numerous nontender subcutaneous nodules on the trunk 
and the extremities. These are from the size of a pea to that of a cherry and 
are not symmetrically distributed. They are distinctly indurated. The skin is 
normal over some lesions and assumes a bluish red color over others. 

A biopsy had been performed, and the slide was at hand. No other data 
were available. 

DISCUSSION 


Dr. WALTER F. Lever, Boston: The histologic section is consistent with a 
diagnosis of sarcoid. This case is interesting because of the presence of both 
cutaneous and subcutaneous lesions. The clinical diagnosis could therefore be 
Darier-Roussy sarcoid. After a review of the literature on Darier-Roussy sarcoid, 
it seems to me that this variety does not represent an entity and that the cases 
described under this head can be assigned to three: (1) Boeck’s sarcoid, (2) 
erythema induratum and (3) Weber-Christian disease (nodular nonsuppurative 
panniculitis). In the present case the section suggests Boeck’s sarcoid with sub- 
cutaneous location. I believe that this patient should be thoroughly studied for 
involvement of the lymph nodes, tonsils, lungs, spleen, liver and phalanges. 

Dr. Jacop H. Swartz, Boston: I think the diagnosis is sarcoid but should like 
to see sarcoma ruled out. 

Dr. Francis P. McCartuy, Boston: I did not see this patient but examined 
the pathologic section. The slide revealed changes deep in the subcutaneous 
layer. The presence of giant cells and epithelioid tissue and the pronounced cellular 
reaction were consistent with sarcoid. Nothing in the picture suggested sarcoma. 


A Case for Diagnosis (Eczema? Carcinoma Simplex of the Nipple?). 
Presented by Dr. Leo Koretsxy, Chelsea, Mass. 


M. C. S., a 23 year old white housewife, was presented with an eruption on both 
breasts of two years and three months’ duration. The eruption began about the 
nipples and gradually extended peripherally. The patient has been treated in 
several clinics, without relief. 

The nipples and areolas of both breasts present an erythematous eruption with 
fissuring, oozing and crusting. This extends in a wide band down to the subcostal 
region on each side. The eruption is sharply defined at the margins. The left 
nipple is inverted. 

A roentgenogram of the chest was normal. The Hinton reaction of the blood 
was negative. The urine was normal. The blood sedimentation rate was normal. 


DISCUSSION 


Dr. CLrara P. FirzGeRaLp, Worcester, Mass.: This eruption might be due to 
rubber in the patient’s brassiére. 

Dr. Jacop H. Swartz, Boston: This patient has a lesion on the right thigh 
as well as on both breasts. The lesion on the thigh is not the same in appearance 
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as those on the breasts and might be the original infection. It is a scaly, papular 
eruption and seems to have extended peripherally. The lesions on the breasts 
appear to be less active in the center, and the borders are slightly elevated. This 
appearance seems to be perfectly consistent with an infection with Trichophyton 
rubrum or Trichophyton purpureum. I suggest microscopic and cultural studies 
before one looks for anything more serious. 

Dr. Maurice J. Strauss, Boston: I cannot agree with Dr: Swartz that the 
central portions of these lesions are inactive. There is a great deal of oozing in 
those areas. The question of carcinoma simplex of the nipple has been raised. 
If this woman has had carcinoma of the nipple for over two years, it is probable 
that there is carcinoma of the mammary ducts by now. Therefore, if consideration 
is given to this diagnosis, there should be no further temporizing. A biopsy should 
be performed at once. 

Dr. BERNARD APPEL, Lynn, Mass.: Would you suggest that the nipple itself be 
included in the biopsy? 

Dr. Maurice J. Strauss, Boston: I think the specimen should be taken deep 
enough to include some of the ducts. 

Dr. WALTER F. Lever, Boston: A strong point against the diagnosis of car- 
cinoma simplex of the nipple is the bilateral nature of the eruption. 

Dr. Leo Koretsxy, Chelsea, Mass.: Rare cases of bilateral carcinoma simplex 
of the nipple have been reported. 

Dr. JosepH MuLLER, Worcester, Mass.: This eruption began at the time the 
patient was nursing her baby. A great deal of treatment has been prescribed, as 
well as much self treatment. Before performing a biopsy, one should try to heal 
the irritation resulting from therapy and keep her on a regimen of bland applica- 
tions. This might not be anything more than a dermatitis from overtreatment. 

Dr. Francis M. THurRMoN, Boston: I have followed a similar case for two 
years. The nipple was inverted during that time, but in the present case the 
inversion has been of only two months’ duration. The dermatitis on the breasts 
and in the axillary folds appears to be of contact origin, from medication. 
Secondary mycotic infection might lead to development of a lesion on the thigh. 
The question in my mind is: Can persistent irritation over a period such as 
this, whatever the cause, produce carcinoma? 

Dr. Francis P. McCartuy, Boston: I think this case deserves histologic 
study. It should include part of the nipple and will show whether this patient 
has carcinoma simplex of the nipple. There are two schools of thought regarding 
the development of this disease. One holds that it is a primary dermatitis with 
secondary development of carcinoma of a specific type involving the skin. The 
other predicates a primary adenocarcinoma of the ducts, with extension into the 
skin. Has the patient had roentgenologic treatment? 

Dr. BERNARD APPEL, Lynn, Mass.: No. 

Dr. Francis P. McCartuy, Boston: In that case she is one of the few with 
an eruption of this type who has gone on such a length of time without receiving it. 
In this instance the pendulous breasts should be kept elevated to relieve vascular 
congestion. This might be helpful in treatment. 

Dr. BERNARD APPEL, Lynn, Mass.: What is your experience, Dr. McCarthy, 
with specimens taken from the nipple? It is my understanding that taking a biopsy 
specimen from that location must be executed with considerable caution. Some 
surgeons prefer complete excision. 

Dr. Francis P. McCartny, Boston: If a biopsy specimen is removed from 
the nipple, one can obtain a portion of the duct and also have a representative 
piece from the integument. 

Dr. Leo Koretsky, Chelsea, Mass.: My colleagues and I have followed this 
case in our clinic for four months. It was decided to present the patient today, 
before using roentgen therapy. Since the question of a malignant growth has been 
stressed, we shall carry out a biopsy before using any radiation. 
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Squamous Cell Epithelioma of the Ear. Presented by Dr. C. Guy Lane, 
Boston. 


J. S., a 66 year old white laborer, was presented with a lesion involving the left 
ear and temporal region. Fifteen years ago the patient was struck on the left ear 
with an umbrella and had an ulcer about 2 cm. in diameter directly in front of 
the ear. This did not heal for two or three years. Later, the same area was 
struck with a baseball and ulceration recurred. Until four years ago the disease 
spread progressively, involving the upper half of the ear. Four weeks ago he began 
to use sulfathiazole ointment, with resultant rapid increase in size of the lesion 
and almost complete undermining of the external ear. The patient has lost 
20 pounds (9.1 Kg.) in the past year and is practically deaf in the affected ear. 

The site of the left ear shows an ulceration about 7 by 11 cm. and perhaps 
3 cm. deep at the point of greatest depth. This area is covered with bright red 
granulation tissue, and there is considerable oozing when the dressing is removed. 
When the patient was first seen, two weeks ago, about one third of the lower 
portion of the ear remained, minus the lobe. This remnant was dusty purple, 
moderately indurated and had an adherent crust at the upper and lower edges. It 
was attached to the side of the scalp by a pedicle 3 cm. in width. As he is seen 
today, the remnant of the ear is gone. 

Two weeks ago the remnant of the left ear was removed surgically. Histologic 
examination of the specimen revealed epidermoid carcinoma grade III. 

Several roentgen treatments have been administered, but only as a palliative 
measure. 

DISCUSSION 


Dr. Francis P. McCartuy, Boston: Has there been metastasis to the regional 
lymph nodes ? 

Dr. C. Guy Lane, Boston: This is an interesting example of the possible 
serious portent of a relatively insignificant lesion. The history is that of a minor 
localized lesion in front of the ear which gradually extended. The patient came 
to the clinic only when his disease began to reduce the hearing of the left ear. It 
took a great deal of persuasion even then, on the part of his son, a priest, and the 
rest of the family, to get him to his local physician. When he was first seen, the 
remnant of the ear was hanging by a small pedicle at the lower end. The ulcera- 
tion revealed pearly borders all around the edge. I have never seen a lesion in 
which one could insert the finger so deep into the head without touching the brain. 

Dr. BERNARD AppeL, Lynn, Mass.: Was there any evidence of metastasis? 

Dr. C. Guy Lang, Boston: There was no suggestion of involvement of the 
lymph nodes. 


Hidradenitis Suppurativa. Presented by Dr. WALTER F. Lever, Boston. 


M. M. A., a white woman aged 45, has had ulceration and formation of fistulous 
tracts in the perineal region for four years. Three years ago there was temporary 
improvement following an operation for anal fistula and ultraviolet irradiation. 
Two and one-half years ago the lesions extended to the intergluteal fold and the 
inguinal regions. The patient was hospitalized for six weeks in 1943 and improved 
under treatment with sulfonamide compounds and fractional roentgen irradiation, 
the total dose amounting to 600 r. After this, the disease remained fairly quiet 
until about three months ago. Two months ago she was readmitted to the hospital 
because the ulceration and exudate from the perineal lesions became more severe 
and a new lesion with purulent exudate had appeared on the left buttock. The 
affected areas do not itch or cause pain. 

There are large ulcerative lesions in both inguinal areas, the intergluteal fold 
and the perineum, with deep sinuses draining purulent exudate. The left labium 
majus is perforated and cordlike. The perineum is partially destroyed, and 
practically no external sphincter remains. 

Laboratory Findings —The tuberculin test gave a positive reaction in a dilution 
of 1: 10,000; the Frei test gave a negative reaction; the Hinton reaction of the 
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blood was negative; guinea pig inoculation gave a negative result for tuberculosis 
(twice); the staphylococcus agglutinin titer was zero; cultures yielded Staphylo- 
coccus aureus and Proteus vulgaris. Two large excisions were taken for biopsy. 
Both sections showed acute and chronic inflamthation, granulation tissue with 
foreign body giant cells and areas of necrosis. 

Treatment has consisted of sitz baths of potassium permanganate, painting with 
1 per cent basic fuchsin, vinegar douches, administration of 500 mg. of ascorbic 
acid daily and intramuscular injection of 12,000 units of penicillin every three 
hours. Oral administration of sulfadiazine has just been started. 


DISCUSSION 


Dr. Maurice J. Strauss, Boston: Most such patients have axillary lesions, but 
there is none present in this case, a feature which seems unusual to me. I should 
appreciate suggestions for therapy. 

Dr. Francis M. THurMon, Boston: I think these lesions will clear up with 
topical applications of a sulfonamide powder and moist dressings of a sulfonamide 
solution, This treatment may be supplemented with oral administration of one 
of the sulfonamide drugs. 

Dr. Jacop H. Swartz, Boston: The only case in which I have seen the lesions 
clear up was one in which a radical surgical excision was done. This would be a 
big job in the present case, and several surgeons have refused it. In my 1 private 
case, with involvement of the axillas, the upper part of the back and the buttocks, 
cure was effected by radical excision of the various areas at different times. 

Dr. JoseEpH MuLLER, Worcester, Mass.: I know of no case of hidradenitis in 
which a cure has really been produced. The lesions will improve considerably with 
the use of penicillin and sulfonamide drugs, but these drugs merely clear up the 
secondary infection. 

Dr. Francis M. THurmon, Boston: The laboratory work-up of this case 
did not indicate any studies for Donovan bodies. 

Dr. WALTER F. Lever, Boston: Several attempts were made to identify these 
organisms in the histologic sections, but none were seen. 

Dr. Francis P. McCartuy, Boston: Was there a typical picture of cystic 
apocrine glands? 

Dr. WALTER F. Lever, Boston: The two histologic specimens, unfortunately, 
represented only the late stage of the disease. No eccrine or apocrine glands were 
present; only granulation tissue with foreign body cells and areas of necrosis 
were seen. 

Dr. JoseEpH Brecker, New London, Conn.: I have been fortunate in seeing 
at least 6 cases of hidradenitis, in 2 of which the lesions were in the axilla and in 
the others in the groin. In all these cases tremendous quantities of penicillin and 
sulfonamide drugs and combinations of the two were given. There was no appar- 
ent result. Surgical measures were carried out in 2 cases, followed by plastic 
repair, but intervention was not extensive; in both cases there was recurrence. 

Dr. G. MARSHALL CrAwForD, Brookline, Mass.: I can duplicate Dr. Swartz’s 
case in which cure was effected by radical surgical intervention. 

Dr. E. Mytes Stanpisu, Hartford, Conn.: I have known of similar results 
in 2 cases. 

Dr. Cartes N. Suttivan, New Britain, Conn.: How about using zinc 
peroxide in paste form? 

Dr. WALTER F. Lever, Boston: This patient will now be treated with a com- 
bination of penicillin and one of the sulfonamide compounds. 


Pyoderma Gangrenosum. Presented by Dr. C. Guy Lane, Boston. 


S. K., a Polish Jew aged 63, a bricklayer by occupation, for about eighteen 
years has had recurrent chronic ulcers of the chest and both legs. The lesions have 
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been extremely resistant to treatment and after healing in one location soon appear 
elsewhere. They begin as small red areas, which soon become eroded and ooze 
a serosanguineous fluid. 

At the time of admission to the hospital, three months ago, this patient exhibited 
two large, crater-like ulcerations on each thigh, measuring about 10 by 15 cm. 
The bases of these lesions were granular and covered with a loose yellow crust. 
Several smaller similar lesions were present on each leg. The medial aspects of 
the thighs and legs showed old serpiginous scars. There were several similar scars 
on the chest. Since his admission, several more ulcers have developed above and 
below the knees and have extended peripherally, with undermined edges. At this 
time all lesions are healed. 

Examinations of the blood and urine have repeatedly given normal results. The 
Hinton reaction of the blood was negative. Cultures have shown Escherichia coli, 
Staph. aureus and beta hemolytic streptococci. No fungous organisms were 
obtained. A biopsy specimen revealed only acute and chronic inflammation. 

Local treatment has consisted of chlorinated soda dressings, zinc peroxide paste, 
1 per cent basic fuchsin paint and penicillin ointment. The patient has received 
large doses of vitamin A and ascorbic acid. He was given 40,000 units of penicillin 
intramuscularly every three hours, to a total of 16,400,000 units. He has also 
received 6 Gm. of sulfadiazine daily for the past thirty days, in conjunction with 
the penicillin. 

DISCUSSION 

Dr. C. Guy Lang, Boston: It is unfortunate that I did not have photographs 
on exhibit showing the condition of the patient when he was admitted. The scars 
of old lesions and the ulcerating granulomatous areas on the thighs suggested 
blastomycosis, or possibly some of the unusual manifestations of sporotrichosis. 
I watched several new lesions develop. They began with erythema, followed by 
some infiltration and then ulceration. The edges continued to break down as the 
lesions spread. Material from an area on the left knee was aspirated before 
ulceration, but the pus was sterile. That lesion healed without going on to ulcera- 
tion; I do not know why. There was improvement with penicillin alone, without 
complete healing. For a time the patient was given potassium iodide but he became 
steadily worse. Of the several forms of local therapy, penicillin ointment was 
found to be the best. It was remarkable to watch the healing of all lesions when 
penicillin and a sulfonamide drug were administered together. 

Dr. Jacop H. Swartz, Boston: Did this man show glycosuria or hyper- 
glycemia? Some of the patients with these lesions have been diabetic. I should 
like to submit another diagnosis for the sake of discussion: dermatitis nodularis 
necrotica. The fact that lesions were apparently sterile before breaking down 
suggests that possibility. The disease frequently occurs on the lower part of the 
trunk, although this man had lesions on the breasts. 

Dr. WALTER F. Lever, Boston: I have recently read a case report by Miescher 
(Dermatologica 91:226, 1945). The clinical description and the photographs are 
strikingly similar to those in this case. Bacteriologic studies in Miescher’s case 
revealed Staphylococcus aureus haemolyticus. Oral sulfonamide therapy and 
electrocoagulation resulted in healing. Miescher’s diagnosis was pyoderma 
serpiginosum gangrenosum. 


Herpes Gestationis. Presented by Dr. C. Guy Lane, Boston. 


A. M., a white housewife aged 38, has a widespread eruption of four months’ 
duration. This began during the sixth month of pregnancy. It started with groups 
of tapioca-like vesicles on both forearms. Within a few weeks the patient noticed 
the appearance of a blotchy red, itching eruption on all extremities. Within the 
past two months groups of blisters have appeared on these regions, with increased 
itching and burning; some have occurred also on the trunk. These have come and 
gone to a certain extent. There was one complete remission of short duration two 
months ago. Three weeks ago the patient was delivered of a normal infant. The 
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dermatitis persisted and has become steadily worse. She was admitted to the 
Massachusetts General Hospital ten days ago. Shortly afterward ligation of 
the saphenous vein was performed bilaterally because of thrombophlebitis. 

There is a bullous eruption on all this patient’s extremities, most severe 
on the arms. The lesions vary from 0.5 to 2 cm. in diameter. There is a distinct 
tendency to group arrangement. The bullae are fairly thick walled, tense and 
filled with clear fluid. Pigmentation is present in varying degrees on the 
extremities and at the site of healed lesions, especially on the thighs. The crural 
and pubic regions show similar changes. There are also many groups of small 
red papules interspersed with vesicles on the extremities, and some of these are 
excoriated. The forearms and wrists show mild lichenification. On the neck and 
the lower portion of the back are a few groups of lesions of the erythema iris 
type. The mucous membranes are unaffected. 

The nonprotein nitrogen, total protein and calcium contents of the blood were 
normal. The urine was normal. The red blood cell count and the ‘hemoglobin 
concentration were normal. The white blood cell count was 10,400, with 17 per 
cent eosinophils. : 

Treatment has consisted of general supportive measures, sedation, administration 
of calcium by mouth, autohemotherapy and oatmeal baths. There has been steady 
improvement since her admission. 

DISCUSSION 

Dr. C. Guy Lane, Boston: This patient was presented because of the unusual 
multiformity of the lesions. 

Dr. Jacop H. Swartz, Boston: I saw this woman in my office two weeks after 
she gave birth to her child. At that time there were extensive pemphigoid lesions 
together with lesions resembling dermatitis herpetiformis. A few were hemor- 
rhagic, and the patient was rather uncomfortable. I do not believe that calcium 
or autohemotherapy has produced the improvement. It is time for her to get 
better spontaneously, after childbirth. 

Dr. BERNARD AppeEL, Lynn, Mass.: Does any one know whether the baby had 
lesions ? 

Dr. Jacop H. Swartz, Boston: There were no lesions on the baby. 

Dr. Witt1aM P. BoarpMAN, Boston: The multiformity of lesions in dermatitis 
herpetiformis and herpes gestationis is one of the characteristics of these diseases. 
These diagnoses are hardest for the student in the presence of papular lesions. 
Somewhere he will find vesicles. 

Dr. WALTER F. Lever, Boston: In toxic eruptions of pregnancy one may find 
lesions resembling dermatitis herpetiformis, erythema multiforme and pemphigus. 
In this patient all three types of lesions were present, but those that simulated 
the lesions of dermatitis herpetiformis were in the majority. 

Dr. JosepH Becker, New London, Conn.: I should like to ask whether sulfa- 
pyridine has been tried with this patient. 

Dr. Jacop H. Swartz, Boston: Not with this patient, but in 1 case Dr. Lever 
and I tried sulfapyridine and it was not effective, as in dermatitis herpetiformis. 
We felt that this patient did not need it. 

Dr. Water F. Lever, Boston: In some cases of herpes gestationis recorded 
in the literature sulfapyridine controlled the eruption; in others it did not. In our 
case it did not. It is possible that herpes gestationis has more than one cause. 


Nevus Linearis; Localized Scleroderma? (Morphea). Presented by 
Dr. BERNARD AppeL, Lynn, Mass. 

J. S., a Negro girl aged 10 years, was exhibited with a lesion on the anterior 
surface of the left shoulder and the flexor surface of the left arm and forearm of 
three years’ duration. The upper portion of this lesion appeared first in the form 
of increased pigmentation. This progressed distally in a bandlike streak and finally 


reached the wrist. 
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On the flexor surface of the leit arm there are macules of depigmented skin, 
surrounded by hyperpigmentation. The middle third of this arm exhibits an area 
of indurated, atrophic, white tissue, about 114 by 4 inches (3.8 by 10 cm.). Distal 
to this there is a band of hyperpigmented skin extending down to the wrist, with 
an interruption on the lower third of the forearm. 

A biopsy was performed five months ago, and the pathologic report was sclero- 
derma. No treatment has been given. 


DISCUSSION 


Dr. Maurice J. Strauss, Boston: The linear lesion extending down the arm 
below the frankly sclerodermatous area is edematous and clinically consistent with 
an early stage of scleroderma. This lesion has not been present throughout the 
patient’s life but has appeared recently. I believe that the entire change is 
scleroderma. 


Dermatitis Seborrheica. Presented by Dr. WatteR F. Lever, Boston. 


T. Q., a mulatto woman aged 41, has had a generalized eruption of three years’ 
duration. She has been admitted to the Massachusetts General Hospital three times 
since 1942. Improvement occurred with each admission, but the patient has never 
been entirely free from the lesions. The present, severe generalized exacerbation 
began two months ago. Recently dacryocystitis of the left eye developed, which 
became so severe that she was admitted to the Massachusetts Eye and Ear Infirmary. 

Three weeks ago examination revealed a generalized erythematous, oozing, 
crusting dermatitis which was most severe on the extremities, crural areas, scalp 
and ears. There were some lichenification and extensive excoriation of the upper 
extremities. Today there is no exudation and only mild erythema; the lichenifica- 
tion and but few excoriations remain. The dacryocystitis is considerably improved 

Examination of the blood revealed mild secondary anemia. The urine gave a 
1 plus reaction for albumin. The patient has been treated for the past four days 
with a combination of 12,500 units of penicillin by injection every three hours and 
3 Gm. of sulfadiazine daily given orally. Within four days the patient’s dermatitis 
has improved almost 80 per cent. She is still hospitalized in the ophthalmologic 
service and has received no local treatment for her dermatitis. This case is 
presented because of the remarkable response to penicillin. 


DISCUSSION 


Dr. Francis P. McCartuy, Boston: Since seborrheic dermatitis is the first 
cousin of psoriasis, I should like to know whether Dr. Lever has had an opportunity 
to use penicillin in cases of generalized psoriasis. 

Dr. Francis M. THuRMON, Boston: Penicillin is not effective in the treat- 
ment of psoriasis. 

Dr. Jacop H. Swartz, Boston: I have given penicillin by enema and 
parenterally, and it was not effective in treatment of widespread psoriasis or 
exfoliative psoriasis. The good results in this case are due to the effect of penicillin 
on the bacterial infection, and not on the seborrheic dermatitis. 

Dr. WALTER F. Lever, Boston: On admission this patient presented a gen- 
eralized eruption, most pronounced in the seborrheic areas. There were extensive 
areas of oozing and crusting, suggesting a bacterial dermatitis. The combination 
of seborrheic and bacterial dermatitis has been described by French authors and is 
referred to by some as the Darier-Ravaut-Ramel type of seborrheic dermatitis. 
I believe that the bacterial dermatitis is a secondary phase, occurring in the 
seborrheic areas in cases of severe seborrheic dermatitis. Penicillin in this case 
controlled the bacterial dermatitis. I do not expect penicillin to cure ordinary 
seborrheic dermatitis. 

Dr. BERNARD ApprEL, Lynn, Mass.: Do you care to add anything about the 
condition of the eye? Was that purely dacryocystitis? Does it have any particular 
bearing on this case? 
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Dr. WALTER F. Lever, Boston: It was a purulent dacryocystitis. The infection 
of a tear duct in this case further supports the assumption of a superimposed 


bacterial factor. 


Syphilis of the Skin (Primary, Recurrent). Presented by Dr. Wit1am R. 
Hitt Jr., Boston. 


D. M., a white truck driver aged 27, was presented with a penile lesion of three 
weeks’ duration. This man was hospitalized four months ago with a diagnosis of 
primary syphilis (glans penis). He was treated with 1,200,000 units of penicillin 
and discharged when the lesion healed. Since that time he has been out of the state 
and could not be followed. He denies having had sexual contact since his discharge 
from the hospital, four months ago. Three weeks ago the penis became irritated 
and began to swell, and an ulcer recurred at the site of his original lesion. The 
prepuce became swollen, and two crusted lesions appeared at the base of the penis. 
The patient was readmitted to the hospital in this condition. The ulcer on the tip 
of the glans could barely be seen because of edema. Extreme tenderness prevented 
extensive examination. There was considerable purulent exudate. Nonmatted, 
tender inguinal nodes were present bilaterally. Three dark field examinations for 
spirochetes gave negative results. The urine was normal. The Hinton reaction 
of the blood was negative. Penicillin therapy was resumed, with a dose of 40,000 
units every three hours, to a total of 2,400,000 units. 

At this time the edema of the prepuce has subsided and the ulcer partially 
healed. It is still rather tender, and there is some exudate. 


DISCUSSION 


Dr. Austin W. CHEEVER, Boston: It is interesting that this lesion should 
appear at exactly the same place as the other one. This might be a chancre, but 
the patient had a negative Hinton reaction and a negative dark field. Secondary 
infection has been suggested. Except for chancre redux, has any one seen 
secondary infection of the penis that would look anything like this? I never have. 
The diagnosis of chancre redux or recurrence due to insufficient penicillin therapy 
would seem to me to fit this case. 

Dr. Francis M. THurMon, Boston: I believe the results of penicillin therapy 
in early syphilis have been 80 per cent successful. This is a pseudochancre redux, 
in the presence of a negative dark field. I should expect the serologic reaction 
to be positive. Lesions of pseudo chancre redux have taken at least 8 to ten 
years to appear after treatment for early syphilis. I wonder whether that observa- 
tion will be true with penicillin therapy. Does inadequate penicillin therapy step 
up the course of syphilis? 

Dr. JosepH Becker, New London, Conn.: This is confusing to me. The 
patient had primary syphilis four months ago. He had insufficient penicillin treat- 
ment according to present standards. Some authors find, as Dr. Thurmon pointed 
out, that it takes eight to ten years for the development of chancre redux. This 
seems more likely a recurrence due to insufficient treatment. 

Dr. JosEPH MULLER, Worcester, Mass.: On the flanks one sees a roseola. Do 
you think that solves the problem? 

Dr. ALFRED HOLLANDER, Springfield, Mass.: I propose a lymph node puncture, 
which, in my experience, should always be done when spirochetes are not found 
in the lesion. I do not think this is a chancre redux. 


Mycosis Fungoides. Presented by Dr. Epwarp A. Larrentere, Arlington, 
Mass. 

A. S., a white woman aged 58, was presented with an eruption of nine years’ 
duration, involving the scalp, face, neck, arms, elbows and midtrunk. Since the 
appearance of the first lesions, new ones have continued to develop and older lesions 
have regressed. Those undergoing spontaneous involution leave areas of the skin 
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resembling old bruises. A biopsy in 1941 was found to show mycosis fungoides. 
The patient received roentgen treatment followed by exacerbation. Subsequently, 
management was with conservative local therapy. The point of presentation is the 
interesting spontaneous involution of lesions. 

The eruption is now to be seen on the scalp, face, neck, trunk and upper 
extremities; it is sparsely and irregularly distributed over these regions without 
discernible pattern. The active lesions are nodules and tumors from 1 to 25 cm. in 
size, of varying shapes and elevated as much as 2 cm. They are moderately 
firm, sharply defined, shiny and salmon colored. The sites of old lesions are 
denoted by faint, brownish pigmentary deposits. 


DISCUSSION 


Dr. C. Guy Lane, Boston: I think spontaneous involution happens occasionally. 
I recall 2 or 3 cases in which the patient’s disease became resistant to radiation 
and some irritation followed its use, so roentgen irradiation was abandoned. After- 
ward, lesions came and lesions disappeared without further therapy. One striking 
case comes to mind in which bandlike lesions about the width of my finger moved 
slowly across the side of the chest, leaving apparently normal skin as they passed. 
Finally the borders ran into another lesion, and they merged. Many queer things 


can happen. 


Dermatomyositis. Presented by Dr. C. Guy Lang, Boston. 


M. G., a white housewife aged 37, was presented through the courtesy of the 
medical service of the Massachusetts General Hospital. In October 1943 there 
developed sudden pain and swelling of the ankles and knees, which lasted one 
week. The patient had no further symptoms until five months ago, when joint 
pains recurred in the ankles and soon became generalized. Since that time, pain 
has been intermittent but progressively more severe. She stated that she had 
had a temperature of 100 F. most of that time. Weakness, loss of appetite, sore 
tongue and loss of 30 pounds (13.6 Kg.) in weight have ensued during recent 
months. There have been no menstrual periods for the past two months. Some 
puffiness of the face has developed during recent weeks. 

On examination this patient is seen to be somewhat emaciated, but the face is 
moderately edematous. Her entire skin is dry, rough and pale. The hair is 
distinctly thinned. “The tongue is smooth and red. The muscle structure of the 
extremities is atrophic, and there is pronounced weakness. There is limitation 
of the motion of all joints. The fingers are distinctly spindled. 

Laboratory findings were as follows: The urine gave a 1 plus reaction for 
albumin and showed 20 to 30 leukocytes and 5 to 10 red blood cells per high power 
field, with many granular casts. The blood count revealed 3,120,000 red cells, 
10.2 Gm. of hemoglobin and 6,300 leukocytes. A roentgenogram of the chest 
showed a large globular heart with questionable pericardial effusion and a small 
amount of pleural fluid. The electrocardiogram was consistent with pericarditis. 
The biopsy specimen showed “the characteristic picture of dermatomyositis.” 


DISCUSSION 


Dr. C. Guy Lane: I thought it would be worth while to have this case 
presented because it represents a definite early diagnosis. The dermatologic lesions 
are mild but distinct. Dermatomyositis exhibits a variety of cutaneous lesions, but 
one seldom sees the early type such as-this. The early changes suggest lupus 
erythematosus. There may be lichen-planus-like lesions, vitiligoid lesions or 
increased pigmentation. The first changes may appear conspicuously over the 
extensor aspects of the joints, especially of the hands, and may eventuate in definite 
atrophic areas. In some instances the lesions are characteristic of poikiloderma. 

Dr. E. Mytes STANDISH, Hartford, Conn.: Has the patient shown any other 


cutaneous changes? 
Dr. BERNARD AppeL, Lynn, Mass.: There are some pigmentation on the thighs 


and mild edema of the eyelids. 
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Pemphigus Vulgaris. Presented by Dr. Lesser M. FrucHTBAUM. 


Mrs. V. N., aged 36, was seen at the dermatologic clinic of the Long Island 
College Hospital on Aug. 6, 1945, at which time she complained of a rash of nine 
months’ duration. Prior to the appearance of the present eruption she had been 
taking medicaments for headaches and hay fever. She stated that since her present 
illness she has lost 15 pounds (6.8 Kg.). 

Examination reveals an emaciated woman, weighing 90 pounds (40.8 Kg.). The 
mouth, palate, buccal mucosa and tongue are covered with large bullae, varying 
from the size of a hazelnut to that of a walnut and filled with a red fluid. The 
upper and lower extremities, especially the hands and fingers, are covered with 
hemorrhagic bullae and exfoliative lesions. The trunk is covered with similar 
lesions, but to a less degree. 

The Nikolsky sign was positive. The Wassermann reaction of the blood was 
negative. The urine was essentially normal. The blood count showed 3,260,000 
red blood cells, 8.5 Gm. hemoglobin per hundred cubic centimeters, 10,950 white 
blood cells, 55 per cent small and 36 per cent large lymphocytes, 6 per cent mono- 
cytes and slight eosinophilia. A roentgenographic examination of the chest revealed 
a normal condition. 

On each occasion of the patient’s examination at the clinic there were new 
crops of hemorrhagic bullae in the mouth and over the trunk and the extremities. 
On Sept. 24, 1945, examination showed several fresh hemorrhagic bullae on the 
trunk, tongue and pharynx and dried-up bullae on the hands and fingers. Since that 


date, for the past three weeks, the patient has received acetarsone for the first three 
days of each week. She has responded favorably. There are no new hemorrhagic 
lesions, but occasionally a small clear vesicle is discernible. The patient’s well- 


being has also improved. 
Tonight several small vesicles may be seen on her thighs and a ruptured vesicle 


on the tip of her tongue. 


DISCUSSION 


Dr. Joret Scuweic, New York: I agree with the diagnosis, although there 
might be some doubt as to the typical features in this case. The future will no 
doubt determine the correctness of this diagnosis. I wonder whether the presenter 
has a new approach to therapy which he intends to institute in this case. 

Dr. F. Atmore GAvuvain: I do not believe that this is a case of pemphigus. 
I should be more inclined to think that her general systemic condition is responsible 
for the eruptions. She has anemia; her skin is dry and scaly over the knees, and 
is thickened, which is certainly not characteristic of pemphigus vulgaris. I think 
that the tonic effect of the drug is responsible for her improvement. She has a 
history of having taken drugs, which may have helped to produce the anemia. 
I believe that if she were treated for anemia and given intensive vitamin therapy 
she would respond well. 

Dr. JacoB SKEER: I saw this patient last December at the Cumberland Hospital. 
She then had numerous bullae, some of which were hemorrhagic; she also had a 
positive Nikolsky sign, as she has tonight. There were numerous lesions in the 
mouth, and her elbows were covered with a thick crust. At that time the diagnosis 
of pemphigus was made. 

Dr. C. THoMAS CHIARAMONTE: I think that this is a case of epidermolysis. 
The patient gives a picture of well-being that is not seen in pemphigus vulgaris 
with such extensive involvement. The lesions are confined mostly to the sites of 
pressure, the elbows, knees, ankles, palms and fingers, and her history points to 
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the diagnosis of epidermolysis. She states that every time she receives the slightest 
trauma bullae arise at the site of trauma. I have observed 2 or 3 cases of epidermol- 
ysis bullesa in which lesions were presented on the tongue, palate and mouth; 
the fact that she is a Puerto Rican and eats hot, peppery food should account for 
the lesions in her mouth. Bullae of epidermolysis are not uncommon in the 
pharynx, esophagus, stomach and intestine. Her anemia and run-down physical 
condition I believe to be due to undernourishment, resulting from dysphagia. 

Dr. SEyMour H. Sitvers: A great deal has been said tonight about new 
bullae developing at the sites of trauma. ‘However, the patient also has lesions on 
the trunk, in areas not usually subjected to trauma. I think that in this case one 
ought not to stress too much the factor of trauma in the differential diagnosis. 
It is well! known that in pemphigus, too, trauma will produce bullae. Therefore 
I do not think that this fact should be used as a differential sign between pemphigus 
vulgaris and epidermolysis bullosa. 

I feel that the lesions in the mouth are significant in arriving at the diagnosis, 
and I, therefore, favor the diagnosis of pemphigus. 

Dr. Davip M. Davipson: I do not believe that this is a case of pemphigus 
vulgaris. On looking at the patient the first thought that comes to my mind is 
epidermolysis bullosa. The location of the lesions on the elbows, hands and other 
points of pressure and the characteristic thin, bluish skin over these areas favor this 
diagnosis. 

Dr. Lesser M. Frucutsaum: I presented this case, first, because it is a classic 
example of pemphigus: The patient has numerous bullous lesions on the skin and 
in the mouth which could not be mistaken for anything else, in spite of the history 
of use of drugs, which confused the picture. Second, the case is presented to 
dispel the idea that this disease occurs only in persons of the Jewish race. The 
patient is a Puerto Rican. Then, too, the lesions seen here are essentially hemor- 
rhagic. Lastly, the patient was presented because of the dramatic response to 
treatment with acetarsone, although I do not expect a permanent cure. 

Some of the discussers favored the diagnosis of epidermolysis bullosa, basing 
their opinion on the occurrence of many of the lesions at sites of pressure. How- 
ever, many lesions are present on other parts of the body not pressure points. 
Then, again, one seldom sees hemorrhagic lesions, particularly in the mouth, 
pharynx and tongue, in cases of epidermolysis bullosa. Therefore this case is 
presented as one of pemphigus vulgaris. 


Pemphigus Erythematosus (Senear-Usher Type). Presented by Dr. Max 
LERNER. 


B. I., a Jewish man aged 55, was first seen at the Kings County Hospital Clinic, 
in the service of Dr. C. Thomas Chiaramonte, on Sept. 24, 1945, with an eruption 
of about two years’ duration, which began with two “pimples” on the scalp. Salves 
had been used, without effect. The lesions increased in number, involving the 
entife scalp, nose, upper portion of the face, ears, chest, arms, abdomen and back, 
in general following a seborrheic distribution. 

On the scalp and back, broad merged areas of erythema and crusts are seen. 
The forehead is erythematous and moist and has a tendency to vegetate. New 
lesions are seen as flaccid bullae, about 0.5 cm. in diameter. In the past two weeks 
the patient has become completely bald, and the lesions are oozing serum. 

The rash did not respond to boric acid ointment. Vitamins aggravate the 
eruption, but the patient’s general health is good. 

Urinalysis, made on Oct. 5, 1945, showed faint traces of albumin and of sugar. 
The blood sugar on October 10 was 80 mg. per hundred cubic centimeters. 

The case is presented for suggestions as to therapy 


DISCUSSION 


Dr. Jacop SKEER: The lesions on the trunk appear to be bullous eruptions. 
What interested me particularly was the butterfly arrangement of the erythema on 
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the face, which appeared similar to that of lupus erythematosus, although it did 
not have any of the characteristics of this disease. The scalp seems to be entirely 
covered with crusts, probably ruptured bullae. I think this case falls into the 
group of pemphigus and lupus erythematosus that one reads about; Sulzberger and 
Wise claim to have obtained good results with oxophenarsine hydrochloride 
(“mapharsen”) in cases of lupus erythematosus. 


A Case for Diagnosis (Pityriasis Lichenoides Chronica [Juliusberg] ?). 
Presented by Dr. E. ALMore GAUVAIN. 


T. L., a married woman aged 30, has had lesions on her hands intermittently 
for about a year. When she was first seen, there were vesicular lesions of a 
contact dermatitis on the fingers of both hands. One week later small papulo- 
squamous lesions developed on the torso, and a diagnosis of early pityriasis rosea 
was made. The lesions did not progress in size, but there appeared some grouping 
in ring formation on the body, with rounded papules on the flexor surfaces of 
both forearms. These were all surmounted by definite scales. Pruritus was not 
present. 

On presentation, there are red, rounded. papules on both forearms below the 
cubital fossae, where they are closely aggregated, becoming more discrete above 
the elbow. On the body are discrete papules and annular groups of papules, with 
slight scaling. 

DISCUSSION 


Dr C. THomMaAs CHIARAMONTE: I agree with the diagnosis as presented. 
Naturally, the diagnosis of lichen planus comes to mind in seeing a rash such as 
this. However, the lesions have no suggestion of violaceous color; they are shiny, 
flat and not umbilicated. The distribution is not typical of lichen planus. There 
are no oral lesions, but this fact would not negate the possibility of that disease. 
The only peculiar feature is the presence of a dermatitis in the vicinity of the 
lesions, which may have been due to medicaments used locally. 


Dr. Jacop SKEER: She seemed to have a peculiar eruption. There were lesions 
that looked like psoriasis and some that resembled lichen planus. I also examined 
her mouth for lichenoid lesions. To my inquiry as to whether there was itching 
she replied in the negative, but stated that recently she has been having sensations 
of burning. Considering the whole picture, I think this is a lichenoid type of 
parapsoriasis. 

Dr. Joe: Scuweic: I believe that the diagnosis should be left open in this case. 
All dermatologists experience the same perplexity in dealing with cases of early 
pityriasis lichenoides-chronica. At times the eruption may resemble psoriasis; 
at others it may look like lichen planus. Tonight, the lesions on the back are 
typical of psoriasis, with its characteristic symptom of dotted bleeding following 
the removal of scales. The forearms, however, present lesions of a different type 
—smooth, raised, glossy, violaceous, they could easily be mistaken for the le$ions 
of lichen planus. All in all, a multiform picture is presented, with lesions of 
varying appearance. The disease is most likely to fall into the category of pityriasis 
lichenoides chronica, a diagnosis which will be verified in the future by its refrac- 
tory behavior to treatment. 

Dr. Davin M. Davipson: There are no features characteristic of psoriasis or 
lichen planus. I think this case is one of parapsoriasis. 

Dr. F. Atmore GAuvAIN: This case has been presented for diagnosis, with a 
tentative diagnosis of pityriasis lichenoides chronica. The patient has a dermatitis. 
ven today I tried to make a diagnosis of lichen planus, but the lesions on the 
volar surfaces of the forearms are distinctly not those of lichen planus. They are 
elevated papules, but the picture as a whole does not present the effect of a mosaic; 
each papule is discrete and separate. I thought of the possibility of lichen planus 
moniliformis for the eruption on the forearms, but with the other lesions on the 
body I could not establish that diagnosis. I do not believe this case is one of 
lichen planus. 
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Creeping Eruption (Larva Migrans?). Presented by Dr. E. ALMore GAUVAIN. 


R. S., a youth aged 16, from the outpatient department of the Brooklyn Hos- 
pital, had several lesions on his right foot which were characterized by a red, 
elevated, tortuous ridge. There were no subjective symptoms. He had been living 
in Panama for several months, and the lesions developed soon after his return to 
the United States. Several of the lesions had been destroyed by ethyl chloride 


spray. 

On presentation, he shows a large reddened area on the inner side of the left 
foot, where freezing with ethyl chloride had been done two weeks before. “At the 
upper margin of this area is a red, tortuous ridge about 2 cm. in length. 


DISCUSSION 
Dr. C. THomMAs CHIARAMONTE: There are too many recurrences after ethyl 
chloride freezing. I find that best results are obtained with electrocoagulation, 
electrodesiccation or the use of solid carbon dioxide. The region treated includes 
tissue slightly ahead of and slightly behind the visible advancing extremity of the 
lesion. 
Dr Lesser M. Frucutspaum: The lesions seen tonight are those due to a 
fungous infection. 
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A Case for Diagnosis (Sarcoid?). Presented by Dr. Eucene F. Travs. 


Dr. G. M. B., aged 39, presented himself at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital about one week ago. He 
stated that he had had psoriasis, hay fever, asthma and sensitivity to iodides, 
acetylsalicylic acid, barbiturates and ephedrine. Locally, he was sensitive to tar, 
salicylic acid, sulfur and mercury. 

His present eruption had first been noted three or four years before. It con- 
sisted of three nodular lesions scattered over the lower part of the abdomen, each 
varying in size according to the duration. The color was a deep purplish red. 
The peculiar feature of the eruption was the largest and oldest spot on the right 
side of the abdomen, which had a depressed center and a peculiarly rolled and 
elevated border. No such changes were seen in the other nodules. Two subcu- 
taneuus nodules were also felt in the left arm and on the right thigh. 

The Wassermann reaction of the blood was negative. Histologic examination 
showed a chronic inflammatory nodule with necrosis, possibly tuberculosis cutis 
The lesion was described as follows: “The section shows somewhat acanthotic 
epidermis with the corium filled with a sebaceous cyst, surrounded by inflammatory 
exudate containing giant cells of the foreign body type. Below this is an area 
of necrosis surrounded by a zone of chronic inflammatory cells and giant cells. 
The cellular exudate consists largely of connective tissue cells and round cells, as 
well as numerous plasma cells. There are occasional epithelioid cells, but not 
many.” 

DISCUSSION 


r 


Dr. Geratp F. Macuacex, Long Island City, N. Y.: The histologic changes 
which were noted in sections of the biopsy specimen were not those of sarcoid. 
There was entirely too much necrosis. I consider the case to be one of a liquefying 
type of tuberculosis. Gumma should be considered as a possibility. 
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Carotenemia in a Patient with Pernicious Anemia. Presented by Dr. Maurice 
J. Cesteto. 


M. H., a woman aged 58 (a private patient), consulted the presenter regarding 
puffiness of both lower eyelids which followed the softening of a paraffinoma on 
the bridge of the nose when she was exposed to the heat of a hair drier. At that 
time it was noticed that she had a yellowish discoloration of the palms, dorsal 
aspect of the fingers, wrists, elbows, soles, dorsal aspect of the feet, external 
malleoli, face, palpebral conjunctivas and soft palate. 

During the past three years she has had about three hundred injections of liver 
extract for pernicious anemia. At present her diet is vegetarian, consisting of a 
large glass of celery and carrot juice, which she has been taking in addition to 
liver extract by mouth daily since May. 


DISCUSSION 


Dr Maurice J. Costetto: Involvement of the mucous membranes to such 
a degree is unusual. The relation between the pernicious anemia and the caro- 
tenemia is interesting. 


Inflammatory Alopecia Marginalis. Presented by Dr. Maurice J. Costetto. 


M. C..H., a white woman aged 62 (a private patient), was first seen by the 
presenter two months ago. She stated that there has been profuse falling of her 
hair for the past three and one-half years. She thinks that the eruption followed 
her receiving an electric permanent wave. She has an unusual type of baldness. 
In addition to diffuse thinning of the hair of the scalp, there is a peculiar type of 
marginal inflammatory alopecia. A raised, red, indurated border, about %4 inch 
(0.5 cm.) in width, separates the marginal bald areas from what remains of the 
hairy scalp. The areas of permanent baldness are atrophic and shiny and wrinkle 
easily. 

The basal metabolic rate was normal. The Wassermann reaction of the blood 
was negative. The blood pressure was 165 systolic and 85 diastolic. 

Treatments have consisted of administration of two subfractional doses of 
superficial roentgen rays to the five Kienbéck-Adamson areas, ultraviolet irradiation 
and application of penicillin ointment, salicylic acid and sulfur ointment. She was 
given a prescription for “quinolor compound ointment” (10 per cent benzoylperoxide 
and 0.5 per cent “quinolor” [a mixture of 3 chlorine derivatives of 8-hydroxy- 
quinoline] in a base of equal parts of petrolatum and wool fat), which she was 
asked not to apply until after this meeting. 


DISCUSSION 


Dr. Maurice J. CostEtto: In my experience this case is unique, for I have 
seen only 1 other case, that of a man who presented a similar, through much 
milder, dermatitis, which I presented before the Manhattan Dermatologic Society. 
In both instances the eruptions progressed in spite of therapy. 


Linear Lichen Planus. Presented by Dr. Maurice J. CosTELto. 


W. P., a man aged 33, had a thoracotomy on the right side, with removal of a 
piece of rib, in July 1942. Shortly thereafter another pocket of empyema appeared, 
and a part of another rib was removed on the same side. In January 1944 the 
first stage of a Khede operation was performed, and in May of that year the second 
stage was completed. Later the infection spread to the left lung, and the patient 
was tranzferred to St. Joseph’s Hospital for conservative therapy until the lesions 
of the left lung had absorbed. The bronchopleural fistula on the right side has 
continued to drain. 

in December 1944 the patient first noticed a brownish, discolored, small! 
cutaneous lesion at about the middle third of the right calf, and later similar lesions 
appeared on the dorsum of both hands and on the volar surface of both wrists 
as well as on the penis. The lesion on the leg extended both proximally and 
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caudally, to form a continuous line at the present time. The other lesions have 


since partly disappeared. 
DISCUSSION 


Dr Maurice J. Costetto: As Dr. Andrews pointed out, there is no question 
as to the clinical diagnosis of linear lichen planus in this case. The individual 
lesions which make up the eruption are typical, and he has a sparse lichen planus 
eruption on the skin and the oral mucous membranes. 


Dermatitis Herpetiformis (Papular Type) Successfully Treated with Sulfa- 
pyridine. Presented by Dr. Maurice J. CostEeLto. 


W. M. C., an elevator mechanic aged 59, was seen by the presenter for the 
first time on Sept. 25, 1945. He stated that he had injured his ankle in January 
1943. He was given ultraviolet radiation by another physician, which he claimed 
blistered his shin and caused a generalized pruritic eruption. 

When first seen, he had a generalized eruption consisting of numerous severely 
excoriated papules. Several small vesicles were observed on the abdomen, where 
a hernia truss pad had rubbed against the skin. Sulfapyridine, 1 Gm. three times 
a day, was prescribed. When he was seen a week later, the eruption had greatly 
improved, and the intake of sulfapyridine was reduced to 1 tablet of 0.5 Gm. daily. 
On two occasions bullae were observed. Solution of potassium arsenite U. S. P. 
in graduated doses was also administered because of intolerance to larger doses of 
sulfapyridine. ' 

Because of an eczematized eruption on the dorsal aspect of his feet, he was 
given patch tests for sensitivity to the leather lining of his shoes and to the inner 
side of the tongue of his shoes. Both tests gave positive reactions in forty-eight 
hours, the shoe leather lining causing a bullous reaction. A few days later the 
patient had a severe exacerbation of his eruption, followed by the formation of 
several bullae the size of a dime to that of a half-dollar. Bullae formed under the 
adhesive tape which the patient had used to reenforce the patch test covers. 

He states that he had known of his sensitivity to adhesive tape and leather dyes 
for some time, having had a bullous reaction to the former when adhesive tape had 
been applied after an operation and a similar reaction to leather boots when they 
were worn next the skin to prevent injury to his legs, which his occupation fre- 
quently occasions. No eosinophils were observed in the bullae. 

The following questions arise in connection with this case: 1. Did the reactions 
to the patch tests for leather and adhesive tape aggravate his dermatitis herpeti- 
formis? 2. Was the solution of potassium arsenite the cause? 3. Has the patient 
become sensitized to sulfapyridine? 

DISCUSSION 


Dr. Grorce M. Lewis: The favorable response of patients with dermatitis 
herpetiformis to treatment with sulfapyridine indicates that this substance may 
be used as a therapeutic test in doubtful cases. While there is little room for 
doubt that the results of treatment with sulfapyridine are better than those with 
other sulfonamide compounds, sulfadiazine and sulfathiazole have occasionally been 
effective 

Dr. Maurice J. Costetto: I believe that this patient’s eruption was aggra- 
vated by the patch tests for leather and adhesive tape to the extent that the eruption 
became severely pruritic and bullous. 

Note.—Since the patient’s presentation before the society in October, the pruritic 
element has entirely disappeared. He now presents an occasional bullous lesion 
confined to the legs. 


Pityriasis Rubra Pilaris. Presented by Dr. A. Benson CANNON. 

A. W., a white woman aged 47, was admitted to the hospital one month ago 
complaining of a generalized eruption of four weeks’ duration. She had had a 
laparotomy in March 1944 for an adenocarcinoma of the ovaries and tubes, followed 
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by high vultage roentgen therapy. Three months ago she was again admitted to 
the hospital because of shortness of breath, at which time it was found that she 
had secondary adenocarcinoma of the lower lobe of the right lung and pelvic 
cellulitis. The onset of the present rash was with a burning and tingling sensation 
of the toes and palms, with excessive perspiration. A few days later her back 
and neck became itchy, at which time she noticed a red scaly eruption over those 
parts. The rash has gradually spread over the entire face, neck, upper part of the 
chest and extremities. There have been no subjective sensations since the onset 
of the itching. 

Examination reveals a fairly well developed and nourished, somewhat pale 
woman, not acutely ill or uncomfortable. The neck and face, the upper part of the 
chest and the scalp are uniformly covered with a macular, pale red eruption with 
fine desquamation. Over the other parts of the skin, notably the lower part of the 
trunk and the thighs, were closely studded follicular, nutmeg-grater-like, slightly 
reddish papules the size of a large pinhead, giving the feel of goose flesh on stroking 
the parts. The palms and soles and the palmar surfaces of the fingers were 
uniformly pale red, thickened and dry, with slight scaling along the borders of 
the hands. Over the elbow region were thickened, finely scaly plaques 5 to 6 inches 
(12 to 15 cm.) long by 3 inches (7.6 cm.) wide. 

Laboratory analyses gave the following values: serum phosphatase, 2.7 Bodansky 
units, urea nitrogen 6 mg. and cholesterol 263 mg. per hundred cubic centimeters ; 
the cephalin flocculation test gave a negative result; the arsenic content was 
0.015 mg. per hundred grams of dry blood. 

A biopsy report established the diagnosis of pityriasis rubra pilaris. 


A Case for Diagnosis (Angiopericytoma?). Presented by Dr. Grorce M. 
MacKeEE. 


U. M., aged 12 years, has had an eruption on his back for four months. It 
began with a single lesion which looked exactly like a pyogenic granuloma; it 
was so diagnosed and was destroyed by electrodesiccation, with the local use of 
procaine anesthesia. Since then satellites have appeared in a circular area with a 
diameter of 7 cm. The individual lesions range in diameter from 3 to 5 mm., 
with the same range of elevation. The lesions are shiny, red and rather soft. 
They look like angiomas. A few of the larger lesions are exudative and crusted. 
The histologic structure, while perhaps compatible with pyogenic granuloma, is 
much more suggestive of angiopericytoma. This diagnosis is suggested also by 
the satellites. There is no evidence of visceral involvement. The tissue is embryonic 
and might respond to roentgen irradiation. The inclination is to excise the entire 
area by means of plastic surgery. 

DISCUSSION 


Dr. GrorceE M. Lewis: It is my impression that the diagnosis is sarcoma 
because the lesion has developed so rapidly. There are no other lesions on the 
body similar to this, and the appearance is atypical for molluscum contagiosum. 

Dr. Frep WIsE: The patient has been under my observation since his initial 
visit to the clinic. I gained the impression that the papules surrounding the original 
lesion represent metastases of a primary, relatively benign form of sarcoma. _ 

SuBSEQUENT Report (Dr. GeorGE M. MacKee): The lesions in this case have 
disappeared as a result of two roentgen treatments, one month apart, consisting of 
400 r at 120 kilovolts with a 1 mm. aluminum filter. 


Trichoepithelioma. Presented by Dr. Grorce C. ANDREWS. 


A. S., a white woman aged 25, has had a growth on the right malar region for 
seven yesrs. Initially it was about the size of a pencil head, but recently it has 
begun to enlarge. 

Examination reveals an atrophic, depressed spot, irregularly circular and 
measuring about 2 cm. in diameter, with scaling at the border. With magnifica- 
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tion little pearl white papules and some telangiectases are visible throughout the 
area. There are many ridges, which are more or less regularly arranged through- 
out the lesion. 


A Case for Diagnosis (Sporotrichosis? Secondary Syphilis [Treated]). 
Presented by Dr. Greorce C. ANDREWS. 


G. V., a white woman aged 20, seven months ago had a generalized eruption 
which was diagnosed as secondary syphilis. The Wassermann reaction of the 
blood was positive. She had received four injections of oxyphenarsine hydro- 
chloride. intravenously, 2,000,000 units of penicillin intramuscularly and three 
injections of a bismuth preparation before being seen by the presenter, in May 1945 
(five months ago). While she was in Florida, five months ago, a papule developed 
on the volar surface of the left wrist which she thought was an insect bite. About 
six weeks later she noticed tender swellings in the left epitrochlear area and in 
the left avilla. She had no chills or fever. The areas of tenderness enlarged and 
became more. tender and the arm was painful to move. 

Examination shows an erythematous papule, measuring 5 mm., on the volar 
surface of the left wrist. No central punctum could be noted. In the left epi- 
trochlear area was a marble-sized, tender, firm node, with no erythema on its 
surface and no red streaks up the arm. 

The swellings became more painful and enlarged. She received sulfadiazine, 
0.5 Gm. four times a day for five days, without improvement. Two months ago 
she was given penicillin, 125,000 units intramuscularly, every three hours for five 
days, or a total dose of 5,000,000 units, without any effect. A new, indurated 
swelling developed just proximal to the epitrochlear node; the latter became 
fluctuant. About 1.5 cc. of thick, purulent material was obtained by aspiration. 
The papule on the left wrist was removed for histologic study. 

For the past six weeks she has received roentgen radiation, 75 r weekly, 
through a 3 mm. aluminum filter, to each of three areas on the right arm and 
axilla. For the past month she has been taking 30 to 60 drops of a saturated 
solution of potassium iodide three times a day. The tenderness has subsided, 
but the masses have regressed only about 50 per cent of their volume. 

The Wassermann reaction of the blood was 4 plus; the Wassermann reaction 
of the spinal fluid was negative, as were the reactions to the Frei and Ducrey 
tests. The intracutaneous test with old tuberculin was negative in a 1: 100,000 
dilution. Smears of pus stained for bacteria, fungi and acid-fast organisms were 
negative. Guinea pig inoculation gave negative results at the end of six weeks. 
Both aerobic and partially anaerobic cultures yielded no growth. Inoculation on 
Sabouraud’s solid medium was negative for fungi. Agglutination tests of serum 
by the board of health gave negative results for tularemia, brucellosis, typhus and 
typhoid. 

The total white blood cell and differential counts were 11,500 on August 21 
and 16,500 on August 27, with 84 per cent polymorphonuclear neutrophils. 

The histologic report of the papule on the left wrist was that of “chronic 
inflammatory tissue.” The urine was normal. 

DISCUSSION 

Dr. Crorce M. Lewis: It would seem that sporotrichosis could be ruled out 
by cultural methods, since Sporotrichum schenkii is one of the easiest fungi to 
grow on artificial mediums. The cutaneous test is also highly specific. If this 
fungous disease can be eliminated from consideration, I suggest that inoculation 
tuberculosis be considered as a strong possibility. 


Epidermodysplasia Verruciformis. Presented by Dr. Frank C. Compes. 


L. J., a girl aged 15, after an attack of measles at the age of 5, had the onset 
of a dermatosis, which has remained practically unchanged in appearance and 





728. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


distribution. There is no history of familial consanguinity, and she has a yousger 
sister. 

Examination discloses the presence of hundreds of verrucous papules situated 
on the backs and palms of the hands, the soles, wrists, thighs, forehead and chin 
and along the hair line of the scalp anteriorly. The smallest papules measure 
1 to 2 mm. in diameter and are rounded or polygonal, with truncated borders 
and a smooth, mammilated surface. The color varies from reddish to brownish 
violet. On some lesions grayish scale can be detected. There are no subjective 
symptoms except for slight pruritus in warm weather. 


Glossitis Rhomboidea Mediana. Presented by Dr. Ray H. Rutison. 


Mr. J. H., aged 26, married and the father of a healthy 3 year old child, 
states that about three and one-half months ago he suddenly became aware of a 
somewhat painful sensation in his tongue. The pain is no longer present. Some 
discomfort is noticed on eating, but otherwise the patient is not inconvenienced. 
He was discharged from the Army this spring for a disability. -There is no 
history of venereal disease. 

Examination shows a longitudinal area of glossitis, about 1 inch (2.5 cm.) long 
and %g¢ inch (4.8 mm.) wide, in the center of the tongue, with a slightly denuded 
area in the center. 

The Wassermann reaction of the blood was negative. No other tests were made. 

The patient has been given a mixed vitamin preparation in fairly large doses, 
without any change in the appearance of_the eruption. 


DISCUSSION 


Dr. Ray H. Rutison: I agree that the lesion is situated farther forward on 
the tongue than in the cases previously described and published. 


Larva Migrans. Presented by Dr. Eucene F. TRaAvs. 


H. B., a man aged 41, states that about three or four weeks prior to the pre- 
sentation he had spent a few hours at Miami Beach and the following day he 
noticed severe itching on the center of the left palm, which by the next day ‘had 
developed into a small red spot. In the course of a few days there was an area 
on the left elbow and others on the right buttock and the right shoulder. 

He received various local remedies, without benefit. The track of the larva 
had been thoroughly cauterized with an electrosurgical knife, leaving a deep groove 
and some scarring, but without arresting the eruption. 

The patient has now received one treatment with ethyl chloride spray, and a 
number of the areas appear quiescent. 
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Epidermolysis Bullosa. Presented by Dr. Norman N. Epstein. 


A. A B., a 7% year old Mexican boy, was first presented before the American 
Dermatolugical Association in June 1938 (Epidermolysis Bullosa, ArcH. DERMAT. 
& Sypn. 39:1052 [June] 1939). His general condition at birth was good, but 
physical examination one hour later revealed clubfeet and circumscribed, sharply 
defined, depressed, smooth, reddened areas on the ankles and feet. A bulla, 1 cm. 
in diameter, was present on the dorsum of the left index finger. Buccal lesions 


were also present. 
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Gradual improvement occurred, but one year later more bullae spontaneously 
appeared at the pressure sites and on the abdomen, mouth and penis. The course 
up to the present has been one of recurrent formation of vesicles and bullae, 
involving at various times most of the extensor surfaces and the buccal mucosa. 
The lesions heal with some scarring and pigmentation. 

Treatment has emphasized the prevention of trauma and secondary infection. 
The topical medicaments employed have included various shake lotions, wet 
dressings, gentian violet medicinal, various ointments and hydrogen peroxide mouth 
washes. One per cent ammoniated mercury ointment U. S. P. has proved most 
beneficial. A course of injections of estrogenic substances was given, without 
noticeable effect. This patient has 2 sisters, aged 6 and 8 years, who are in good 
health. He has 1 brother, aged 4 years, who has a similar but more benign form 
of the disease. 


Epidermolysis Bullosa (Acquired). Presented by Dr. OrLAND F. MONTGOMERY. 


About one year ago, E. D., a white man, noticed tliat the skin on the backs of 
the hands came off with slight trauma. This condition has grown progressively 
worse, uptil now the slightest bump will remove irregular, fingernail-sized pieces. 

For the past several months various-sized bullae have been present at all times 
on the dorsa of the fingers of both hands. Particular attention is called to the 
milium-like bodies on the dorsa of the hands. 

There is no history of a similar disease in the family. Irregular pigmentation 
follows the healing of all lesions and does not disappear. 

The patient has a mild intertriginous dermatophytosis of the feet. 


DISCUSSION OF CASES OF DR. EPSTEIN AND DR. MONTGOMERY 


Dr. Hrram E. Miter: I do not believe that there is any question about the 
diagnosis of the disease in these 2 youngsters. They have epidermolysis bullosa 
of the hereditary type. There may be some question in regard to the diagnosis 
of the man’s lesions. Sometimes it is difficult to be positive about the diagnosis of 
the acquired type of epidermolysis bullosa early in the course of the disease. 

I recall a man with the acquired form of the disease whom I had under observa- 
tion a few- years ago. He worked as a laborer in an ink factory in Berkeley. He 
had a half-dozen bullae or more on the backs of his hands, many of them as large 
as a pigeon egg. They were present on the knuckles and the parts of the hands 
most exposed to injury. It was of interest that these bullae did not rupture for 
several weeks despite the fact that he continued his work as a laborer. 

The lesions on the hands of the man presented tonight are small; they are 
present on the backs of the hands but not on the knuckles, and all are ruptured. 
He states that this is because he punctures the bullae and aspirates the liquid. 
There is no scarring. This may be the acquired type of epidermolysis bullosa, but 
I am not certain of it. 

Dr. Rees B. Rees: In the recent literature the subject of epidermolysis bullosa 
has been discussed in connection with military life because of its disabling feature 
in soldiers on whose feet the lesions develop. 

Dr. OrLtanp F. Montcomery: It is unfortunate that the large bullous lesions 
which were on this patient’s hands when I first saw him are not present tonight. 
There were some as large as a finger nail at that time. 

Of particular interest is the fact that most of the bullae occur on the dorsa of 
the fingers and that the traumatic excoriations are on the backs of the hands. 

SuBSEQUENT Report (Dr. Orland F. Montgomery).—Since this meeting the 
patient has received eight biweekly intramuscular injections of chorionic gonado- 
tropin. Since the first week of treatment there have been no new bullae, but the 
skin remains fragile and slight trauma produces irregular excoriations. I have 
tried, with small success, to toughen the skin with aluminum salts and oxidizing 
agents, such as potassium permanganate. 
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Bullous Dyskeratosis (Familial Benign Chronic Pemphigus). Presented 
-by Dr. Hrram E. MILier and Dr. Rees B. REEs. 


A. F. a white man aged 35, was originally seen by the presenter three years 
ago, while he was working for the Western Pacific Railroad. No record of that 
visit is available. He was seen subsequently on July 23, 1945, at which time he 
was found to have an eruption on the neck and the left side of the scrotum, which 
had appeared in 1938. He stated that he had received several roentgen treatments, 
without benefit. The application of silver nitrates to the lesions had proved 
ineffective. The individual lesions which we found on examination were grouped, 
vesicular, polycyclic and reminiscent of dermatitis herpetiformis. A dollar-sized, 
exudative, eczematous plaque was present on the left side of the scrotum. Biopsy 
of a specimen taken from a vesicular lesion on the left side of the upper part of 
his back presented dyskeratosis and other changes reminiscent of Darier’s disease 
(keratosis follicularis), including formation of clefts. The size of the clefts was 
compatible with that of lesions in dermatitis herpetiformis or pemphigus, but the 
changes were not typical of either disease. A course of arsenic therapy in the form 
of a preparation containing afsenic trioxide (Asiatic pill), % grain (7 mg.) to be 
taken morning and night for twenty-five days, was prescribed. Solution of alu- 
minum acetate N. F. was advised for tropical use in a 1: 15 dilution. 

When he was seen on Sept. 12, 1945, he stated that the lesions on the chest 
began to clear within a few days after he commenced taking the preparation of 
arsenic. The entire eruption was much improved. At that time he was observed 
to have irregular, scurfy and scaly, dusky reddish patches, especially on the pos- 
terior aspect of the sides of his neck, which appeared ecthymatous with the presence 
of flaccid, purulent blisters. The patch of fissured and exudative eczema on the 
scrotum remained the same. The patient stated that his father has had a similar 
eruption (for thirty years, beginning as “barber’s itch”°on the face and coming 
out later on the neck as blisters). One brother and 2 sisters have had no cutaneous 
disturbances. At the time of the second visit vitamin A was prescribed, in a dose 
of 100,000 U. S. P. units daily. 

The eruption on his neck has cleared since the time we saw him last. 

His father is presented also. 

DISCUSSION 

Dr. Harry J. TEMpLeTON, Oakland, Calif.: The histologic picture is classic 
and could be substituted for one of the illustrations in the original description of 
the disease. The lesion on the scrotum I think is not typical and could be called 
simply eczema en plaque. It would be interesting to do a biopsy, as it would be 
easy to get the entire area for microscopic examination. The patient would permit 
this. 

Dr. Rees B. Rees: The history reveals an additional point of interest regarding 
the lesions which are no longer active on the neck. The patient states that the 
eruption has cleared on two occasions in the past. The disturbance began in 1938. 
It tends to clear in the fall and recurs in the spring. The father has a history of 
a similar eruption on the neck. The father is 66, and the disturbance began fifteen 
or twenty years ago. Hailey and Hailey (Familial Benign Chronic Pemphigus, 
Arcu. Dermat., & SypH. 39:679 [April] 1939) and Ayers and Anderson (Recur- 
rent Herpetiform Dermatitis Repens, ibid. 40:402 [Sept.] 1939) originally described 
this disease in the same year. The former authors reported 4 cases, in 1 of which 
there were lesions in the groin, as well as elsewhere. The latter authors described 
5 cases, 2 of the patients being women and 3 men. All 3 men had scrotal lesions 
or perineal lesions as well. 

As Dr. Templeton mentioned, the histologic changes in the case presented 
tonight are characteristic. 


Keratosis Follicularis (Darier’s Disease). Presented by Dr. Frances M. 
KEDDIE. 


B. W., a man aged 28, has had an eruption on the back, face and extensor 
surfaces of the shoulders for the past fifteen years. He states that his father and 
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2 of his 2 sisters have similar eruptions. The eruption began on the lumbar region 
and on the extensor surfaces of the arms. During the past five years the patient 
has been in the submarine service, where the temperature of the engine room is 
frequently 140 F. The eruption has gradually spread up the back and appeared on 
the face The chest shows lesions in areas that one year ago were burned with 
hot coffee. The eruption shows follicular scaling on a confluent reddish base. 


DISCUSSION 


Dr. Otro E. L. Scumipt: Has any therapy been given this patient? 

Dr. Frances M. Keppre: The patient stated the belief that exposure to the 
high temperatures of the engine room for a period of five years caused the spread 
of his disease. He has had no previous therapy. 


A Case for Diagnosis (Papular Urticaria? Dermatitis Herpetiformis?). 
Presented by Dr. Harry J. TeEmMpLetTON, Oakland, Calif. 


L. S.. a white man, consulted the presenter on Jan. 26, 1945, because of a 
pruritic papular eruption on the covered portions of the body, of two months’ 
duration He is a painter and had felt that his occupation had something to do 
with it. However, the exposed areas are normal. 

The diagnoses originally considered were papular urticaria, insect bites and 
folliculitis. Even dermatitis herpetiformis was considered at one time. 

Elimination diets have failed to help him. Physical examination by his physi- 
cian failed to disclose any illness or focus of infection. Examination of the blood 
and urine gave normal results. There was no apparent relation to ingestion of 
drugs. 

No fleas or mosquitoes were present in his environment. During one month 
at Lake Tahoe the eruption did not disappear. 


Empiric therapy, namely, “hapamine” (a chemical combination of histamine and 
despeciated horse serum globulin), lobeline and staphylococcus ambotoxoid, by 
injection, and hydrochloric acid and histaminase, by mouth, has been of little value. 


DISCUSSION 


Dr. Mertin T. R. Maynarp, San Jose, Calif.: I am inclined to diagnose this 
eruption as dermatitis herpetiformsis complicated by folliculitis. The lesions over 
the scapulas and the distribution on the arms would be sufficient to sustain this 
diagnosis. Physical examination should be made, and the diagnosis should be 
confirmed by further laboratory examinations. 

Dr James W. Bacsy, St. Louis * (by invitation): The case impresses me as 
one of dermatitis herpetiformis because of the grouping of the lesions, the dis- 
tribution, the tendency to pigmentation in healed areas and the fact that the itching 
stops when the vesicles are broken. I believe a trial with sulfapyridine would 
prove diagnostic. 

Dr. Harry J. Tempieton, Oakland, Calif.: All sorts of possibilities have 
been considered. He was given elimination diets, with no improvement. General 
physical examination for focal infection showed no deviation from normal. Results 
of analyses were normal. I thought a change of environment might be of benefit 
and sent him to Lake Tahoe for a month. Insects, particularly fleas, both from 
cats and dogs, were considered in the diagnosis and it was suggested to him that 
he spray his home with insecticides. 

I have thought of the possibility of dermatitis herpetiformis. Certainly, the 
eruption is not typical, and the case is not a good one to present. The patient 
simply itches and scratches.. One does not see anything. I have thought of using 
an arsenic preparation or sulfapyridine. 


* At the time of this meeting Dr. Bagby was serving as a commander in the 
United States Naval Reserve. 
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Dr. Jonn M. Graves: I suggest the use of sulfadiazine, which is much less 
toxic than sulfapyridine. It is effective with some patients. 

Dr. Htram E. Miter: I suggest the use of sulfapyridine. In cases of derma 
titis herpetiformis in which I have used sulfapyridine for a few months with 
success and then changed to sulfadiazine the lesions have promptly recurred 
Admittedly, sulfapyridine is more toxic than sulfadiazine, but it is certainly more 
efficient in the treatment of this disease. 

Dr. Mertin T. R. Maynarp, San Jose, Calif.: I understand that sulfapyridine 
has been used in rather small doses. I should like to know what dose Dr. Miller 
is using. 

Dr. HrraM E, Miter: I usually start with 1 Gm. of sulfapyridine four times 
a day, given at 8 a. m., 12 noon, 4 p. m. and 8 p. m., and then reduce the dose to 0.5 
Gm. four times a day. 


Multiple Keloids. Presented by Dr. Joun M. Graves. 


J. R., a Negro aged 42, was first seen in the University of California derma- 
tologic clinic on Oct. 23, 1945. Since he was 8 or 9 years old, firm, irregularly 
shaped elevations of the skin have developed spontaneously and after any injury. 
The growths have spread progressively, new ones appearing from time to time, 
eventually to join the older lesions in covering a large portion of the chest and 
shoulders, The initial tumor was in the sternal region. 

At present there are firm, elevated, irregularly shaped and hypesthetic pads, 
with overhanging edges involving the anterior and posterior aspects of the trunk, 
shoulders and arms. The overlying epidermis is smooth, thin and glossy. An 
occasional small ulcerated area is encountered. 


DISCUSSION 


Dr. Ervin Epstein, Oakland, Calif: It is of interest that the keloids in this 
case are familial, occurring only on the male side of the family. The patient's 
uncle, father and grandfather have keloids, but no member of the female side of 
the family has been so affected. 

Dr. Ortanp F. MontcomMery: Apparently, some dark-colored people of the 
South Pacific are able to produce keloids at will. 

I reca!l in a long past issue of the National Geographic Magazine pictures of 
Solomon Islanders on whose backs linear excoriations had been made and the 
juice of the mangrove rubbed into them. It was stated that large keloids in geo- 
metric patterns almost always follow this procedure. 

Dr. MERLIN T. R. MayNnarp, San Jose, Calif.: Considering the tribal custom 
of intermarriage among these native tribes and their use of irritants to produce 
keloids, it is apparent that a familial tendency in these tribal cases may develop. 

Dr Stuart Way: May I comment on the treatment of keloids? Until two 
years ago I had always used roentgen rays or radium. Since then I have obtained 
equally good results by applying solid carbon dioxide at intervals of several weeks. 
Usually six applications are sufficient. Telangiectasia should not develop when 
this method is used. 


Leiomyoma Cutis. Presented by Dr. Grant Morrow (by invitation). 


J. D., a man aged 48, presents cutaneous lesions on the back and shouiders 
They started on the back and have increased in size and number during the past 
twenty years. The largest tumors are painful when the body is exposed to cold 
or when the patient is emotionally upset. 

The lesions are elevated, firm nodules of various sizes, ranging from 2 to 10 mm 
The largest lesions are on the back. All are oval or elliptic and of normal colo: 
or light brown. There is no lymphadenopathy. Physical examination showed 
nothing unusual. The serologic test for syphilis was negative. 

Biopsv showed smooth muscle fibers running in many directions. 
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DISCUSSION 


Dr. M. G. Butter (by invitation): This is a classic picture of leiomyoma 
cutis, a type that Dr. F. Weidman is especially interested in. I have nothing 
further to add. 

Dr. Harry J. Tempieton, Oakland, Calif.: Years ago Dr. Miller pointed out 
the typical rubbery “feel” of these lesions. 


Rhinoscleroma. Presented by Dr. F. G. Novy Jr., Oakland, Calif. 


T. P. J., a Central American man aged 37, was first seen in the University of 
California otorhinolaryngologic clinic in May 1933. At that time both nares were 
filled with exuberant granulation tissue and a diagnosis of rhinoscleroma was 
made, which was confirmed by histologic examination in June 1933 and again in 
December 1934. There has been subsequent involvement of the hard and soft 
palate, the upper alveolar ridge, the left nasolabial fold and the right external 
auditory canal. 

To date the patient has received four courses of roentgen therapy (2,200, 2,000, 
1,200 and 1,000 r, respectively). The last course of treatment was completed on 
Aug. 6, 1945. 

This patient was presented at a meeting of the San Francisco Dermatological 
Society on Dec. 4, 1936 (ArcH. DeRMat. & SypuH. 36:1241 [Dec.] 1937), again 
by Dr. John M. Graves at the combined meeting of the Los Angeles and the San 
Fracisco Dermatological Society on Feb. 12, 1938 (ibid. 38:494 [Sept.] 1938) 
and again by Dr. F. G. Novy Jr. before the San Francisco Dermatological Society 
on June 8, 1938 (ibid. 39:1058 [June] 1939). 

DISCUSSION 

Dr. Mertin T. R. Maynarp, San Jose, Calif.: Dr. Esteban Rayes of San 
Salvador, who has seen many cases of this kind there, stated that practically all 
cases occurred in camps where the bark is processed from which a certain red 
dye is produced. Flies found there in large numbers were thought to be the vector 
of the disease. 

Dr. Hrram E. Miter: This patient has been of particular interest to me 
because it is the first case of rhinoscleroma that I have been able to follow from 
early in the course of the disease. Ordinarily, one sees the patient at the end of 
the disease. 

Dr Weidman did not accept the diagnosis of rhinoscleroma when this patient 
was presented at a meeting of the American Dermatological Association a number 
of years ago. I feel certain that he would agree with the diagnosis now. 


A Case for Diagnosis (Mycetoma [Maduromycosis]?). Presented by Dr. 
HrraM E. MILLer. 


S. C., a white man aged 35, was first seen in the University of California 
dermatologic clinic on Dec. 4, 1941, with a history of firm, tender subcutaneous 
nodules developing over the midplantar surface and lateral aspect of the left foot 
for the past two years. At intervals one or more of the lesions softens and ruptures 
spontaneously, discharging a thick pus. 

The patient was born in Mexico but moved to California at the age of 14. He 
worked on a ranch in Fresno for two years and then came to San Francisco, where 
he has resided ever since. He gives no history of injury or of previous illness. 
Two sisters are said to have died of tuberculosis. 

The results of histologic examination (Dec. 11, 1944) were not diagnostic but 
were considered compatible with multiple idiopathic hemorrhagic sarcoma (Kaposi). 

The reactions to tuberculin (1: 100,000) and coccidioidin were negative, as 
was the coccidioidin complement fixation and precipitin reactions. The Wasser- 
mann reaction of the blood was negative on two occasions. Cultures of material 
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from the lesions showed no growth on two occasions. Roentgenograms of the left 
foot revealed no evidence of bony involvement. 

Treatment has consisted of oral administration of solution of potassium arsenite 
U. S. P., seven injections of oxophenarsine hydrochloride (“mapharsen’’), 0.06 Gm., 
and hot soaks. Progressive improvement has occurred since discontinuing oxy- 
phenarsine hydrochloride in June 1945. 

Note.—A biopsy specimen subsequently was taken from a small subcutaneous 
abscess on the upper surface of the foot. Characteristic chalk-colored granules 
were obtained, which under the microscope established a diagnosis of mycetoma 
(maduromycosis). 

DISCUSSION 

Dr. Harry J. TemMpLeton, Oakland, Calif.: It seems to me that one must 
consider mycetoma, since the patient comes from a country next’ the tropics, 
Mexico. He has tumefaction of the sole and dorsum of the foot with healed and 
open sinus tracts. He states that pus has exuded from these sinus tracts. Although 
no fungus has yet been found, mycetoma would be my working diagnosis. 

Dr. Ervin Epstern, Oakland, Calif.: I think that the lesions of the skin in 
this patient are consistent with the diagnosis of multiple idiopathic hemorrhagic 
sarcoma. The amount of swelling that this man has also goes with that disease. 
However, usually there is more cutaneous change before subcutaneous involvement. 

Dr. L. H. Winer, Beverly Hills, Calif. (by invitatiom) : These lesions clinically 
are subcutaneous infiltrated nodules which seem to form strands or cords on the 
soles and dorsa of the feet. There was also a deeper subcutaneous globular lesion 
which was very slightly elevated. From the clinical picture I could not make any 
diagnosis. Histologic section showed formation of new blood vessels, frank 
hemorrhage into the connective tissue and proliferating connective tissue. I could 
well agree with the diagnosis of multiple idiopathic hemorrhagic sarcoma (Kaposi). 

Dr Hrram E. Miter: A diagnosis has not been made in this case. I do 
not believe that he has either Kaposi’s hemorrhagic sarcoma or mycetoma. 

Multiple idiopathic hemorrhagic sarcoma generally occurs in persons well over 
40 years of age. The patient is 35. The disease is generally bilateral. In this 
man it is unilateral. The infiltrated plaques usually observed are not present. 
The histologic changes were not diagnostic but perhaps were compatible with a 
diagnosis of hemorrhagic sarcoma. 

Mycetoma is uncommon in Northern California but is frequently seen in Mexico. 
This man was born in Mexico but has lived in California for twenty-one years. 
A few discharging sinuses were present when he was first examined, but no sulfur 
granules were found. The sinuses healed while he was being given oxophenarsine 
and have remained so since that time. It is difficult for me to believe that a myce- 
toma would behave in this manner. 

The disease may be an anomaly of the peripheral vessels in the foot. Investiga- 
tion of this case will be continued. 

Dr. Ortanp F. MontcoMery: Did the patient have any roentgenograms? 

Dr. H1rAM E. MILLER: Roentgenograms were taken of the foot several months 
ago, and there was no evidence of bony involvement. 


A Case for Diagnosis (Sarcoid? Basal Cell Epithelioma?). Presented by 
Dr. OrRLAND F. MONTGOMERY. 
A. W., a man aged 47, one month ago had a small red “pimple” on his nose. It 
bled wken his wife opened it. The lesion has grown larger and is symptomless. 


Examination reveals above the ala of the right side of the nose a round, lima- 
bean-sized, dome-shaped tumor of firm consistency but with a suggestion of fluctu- 
ation in its center. Several telangiectases course over the tumor’s edge. 


On two occasions the mass has been opened, without pus or sebaceous material 
being found. 
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DISCUSSION 


Dr. ORLAND F. MontcoMery: When I first saw the patient, I had not the 
slightest idea what was wrong with him, nor do I know now. I considered sarcoid, 
basal cell epithelioma or a localized pyodermic lesion, so often seen preceding or 
accompanying acne keloid. 

Dr. MertIn T. R. Maynarp, San Jose, Calif.: I should call it simply a sar- 
coma, not a sarcoid. I have seen two similar lesions in the past, one in a baby a 
few months old and another on a cheek of a man. Both were perfectly circular, 
as this one is, soft to the touch and pseudofluctuant. The only method of treatment 
is excision of the whole growth, followed with irradiation. Frozen sections should 
be made at the time of operation. Plastic repair could be done later. It is clear 
in my mind that this lesion is a sarcoma. 

Dr. HtraAMm E. MILter: I see no reason that a biopsy should not be performed, 
a diagnosis established in twenty-four hours and treatment then begun. 

Dr. ORLAND F. MontTGOMERY: It is obvious that a biopsy should be made. 
However, I am extremely reluctant to carve up the face when it can be avoided. 
Too many biopsy specimens are taken from the face just to satisfy curiosity. 

SUBSEQUENT Report (Dr. Orland Montgomery).—After the meeting it occurred 
to me tkat this lesion might be the Brocq-Pautrier angiolupoid, which occurs 
ustially on the side of the nose or near the inner canthus of the eye. P 

Biopsy material was obtained. There was complete diagreement in diagnosis 
by loca! pathologists. 

The section was sent to Dr. Hamilton Montgomery, who reported as follows: 
“The section is strongly suggestive of lymphoblastoma without being specific as 
to type The lesion could be a lymphocytoma or lymphatic leukemia. It did not 
look like lymphosarcoma or mycosis fungoides.” 


Lymphoblastoma? Presented by Dr. Frances Torrey. 


E. L., a white man aged 55, has had a generalized eruption for about twenty 
years. 

At present he has a generalized erythroderma with lichenification and scaling 
over the entire body, accompanied with considerable pruritus. There are several 
indurated, painful ulcerations, each 2 to 4 cm. in diameter, on the thighs and trunk. 
These have been present for about one year. There is a generalized adenopathy. 
The leukocyte count on Sept. 14, 1945 was 12,800 and the erythrocyte count 
4,550,000, per cubic millimeter. There were 9 per cent eosinophils. 

The histologic structure of the generalized eruption showed only a chronic 
inflammatory reaction. Biopsy of a specimen from one of the ulcerated areas on 
the thigh showed chronic inflammation of the skin with ulceration. 

During the last twenty years, the patient has been seen by various dermatolo- 
gists, including Drs. Sutton, O’Leary and Hamilton Montgomery. The diagnoses 
have included parapsoriasis, psoriasis and mycosis fungoides. 

This patient was seen at the Radiation Laboratories in Berkeley on October 9. 
At that time an injection of radioactive phosphorus, 765 microcuries, was given. 

The department of roentgenology has begun treatment with the following 
technic: irradiation of the entire body with a voltage of 200 kilovolts, approxi- 
mately 70 r being given at each dose. 


DISCUSSION 


Dr. L. H. Winer, Beverly Hills, Calif. (by invitation): This case brings up 
the perennial debate frequently encountered in dermatologic societies: “Is para- 
psoriasis the same as mycosis fungoides, or does parapsoriasis change into mycosis 
fungoides, or are the two diseases different, distinct clinically as well as histologi- 
cally?” I could not diagnose this eruption as parapsoriasis from the histologic 
sections Lecause the epidermis is acanthotic, whereas in parapsoriasis the epidermis 
becomes thin with degeneration of the basal cells. Here the basal cells are normal. 
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There is definite infiltration or proliferation in the uppermost cutis, and to a slighter 
degree in the lower cutis. I favor the diagnosis of a proliferation, because relatively 
more nuclei are present than cellular cytoplasmic elements. Whether these cells 
are infiltrating or proliferative is debatable. I think the lesion is a lymphoblastoma 
or the premycotic mycosis fungoides. The pathologic change is in the reticulum 
of the connective tissue. The reason these nests of cells are seen in the cutis is 
that the reticulum is abundant throughout the cutis. 

Dr. M. G. BuTLer (by invitation): I believe this case is one of mycosis fun- 
goides; it is no longer premycotic. 

Dr Meriin T. R. Maynarp, San Jose, Calif.: I should like to see a section 
from one of the active areas. It must not be forgotten that typical psoriasis may 
go on for years and the lesions subsequently exfoliate and become typical lympho- 
blastoma. In this instance I incline to the diagnosis of psoriasis of exfoliative 
form ratrer than a lymphoblastoma. 

Dr. Hiram E. MILier: I agree with Dr. Butler. The diagnosis is lympho- 
blastoma, perhaps mycosis fungoides, but not the prestage of anything. 

Dr. Frances T. Torrey: This man has been followed for many years by 
numerous dermatologists. Various diagnoses have been made. A biopsy specimen 
was taken from one of the ulcerated lesions and from the generalized eruption. 
Neither showed histologic changes characteristic of lymphoblastoma. Howeyer, 
clinically the generalized eruption and the areas of ulceration are more suggestive 
to me of lymphoblastoma. A lymph node is to be removed for examination. 


A Case for Diagnosis (Spiegler-Fendt Sarcoid? Lupus Erythematosus?). 
Presented by Dr. Harry J. TEMPLETON, Oakland, Calif. 


F.S M., a white man aged 70, consulted the presenter on Sept. 25, 1945, because 
of a sharply marginated, pinkish, velvety plaque to the right of the nose, measuring 
about 3 by 4 cm. It had been present about eight months and had been treated 


with roentgen rays by other physicians, without benefit. 

The Kahn reaction of the blood was negative. The erythrocyte count was 
normal; the leukocytes numbered 7,850, with 3 per cent large lymphocytes, 28 per 
cent small lymphocytes, 5 per cent monocytes, 64 per cent neutrophils (1 per cent 
juvenile forms, 7 per cent stab forms and 56 per cent segmented forms), no baso- 
phils and no eosinophils. 

The histologic examination was reported by Dr. Gertrude Moore, as follows: 

“Microscopic examination shows skin in which there are closely spaced hair 
follicles and sebaceous and sudoriferous glands. Throughout the tissue, but most 
abundant in the midcutis, adult lymphocytes are observed in dense aggregates, 
without follicular structure. They are also seen in collars around blood vessels 
and the cutaneous appendages and as a diffuse infiltration extending up into the 
papillae. Associated with the lymphocytes is an occasional plasma cell. There is 
pronounced edema of the connective tissue, and the squamous epithelial covering is 
stretched and thin. Blood vessels are present in normal number and distribution. 

“Comment.—There are certain differences between this histologic picture and 
that described for the Spiegler-Fendt sarcoid. In the present lesion there are no 
reticulum cells or multinucleated giant cells; the larger aggregates of lymphocytes 
do not have a follicular structure, and blood vessels show no evidence of pro- 
liferation. 

“The histologic picture is quite compatible with the infiltrations seen in chronic 
lymphatic leukemia, but such an entity may be ruled out by studies of the blood 
and biopsy of bone marrow. The mature appearance of the lymphocytes and the 
absence of mitoses and tumor-like nodules make lymphosarcoma extremely unlikely. 
There is none of the histologic characteristics of Hodgkin’s lymphoblastoma. A 
final conclusion cannot be drawn from the histologic studies, but in general it may 
be said that the picture is not that of neoplastic disease but, rather, one of an 


inflammatory process.” 





SOCIETY TRANSACTIONS 737 


Morphclogically, the diagnosis seems to rest between Spiegler-Fendt sarcoid, 
lymphoblastoma and lupus erythematosus. 


DISCUSSION 


Dr. L H. Winer, Beverly Hills, Calif. (by invitation): I favor the diagnosis 
of lupus erythematosus from the histologic point of view because of the hyper- 
keratotic follicular plugging, epithelial atrophy and discrete islands of lymphocytic 
infiltration, characteristics which are not those of Spiegler-Fendt sarcoid. Dr. S. E. 
Sweitzer described one of the first cases in this country (Sarcomatosis of Spiegler, 
ArcH. Dermat. & Sypu. 11:481 [April] 1925), which terminated fatally as a 
case of lymphosarcoma. Therefore I consider Spiegler-Fendt sarcoid as lympho- 
sarcoma. 

Dr. Otto E. L. Scumipt: Certainly the clinical picture is not clearcut. 

Dr. Harry J. Tempiteton: I think that only time will tell whether the lesion 
is lupus erythematosus profundus or Spiegler-Fendt sarcoid. When I[ first saw 
the patient there was no scaling at all. In favor of Spiegler-Fendt sarcoid, morpho- 
logically, were the sharply elevated, velvety plaques without, at that time at least, 
any scaling. Histologically, either diagnosis could be defended. The round cells 
are numerous and large for the round cells of lupus erythematosus, which are 
usually remarkably small. Against Spiegler-Fendt sarcoid is the fact that the 
patient has not responded to roentgen radiation given by other physicians. During 
the last week he has been taking an.arsenic preparation by mouth, and since that 
time the lesions have become scaly. If he does not respond to arsenic therapy in 
a month, as Spiegler-Fendt sarcoid is supposed to do in a high percentage of 
cases, I may change to gold sodium thiosulfate and solid carbon dioxide. 


A Case for Diagnosis (Idiopathic Atrophy of the Skin). Presented by 
Dr. H. V. Attincton, Oakland, Calif. 


O. H. D., a white man aged 21, is presented with oval, pigmented, atrophic 
areas of skin which have been developing gradually during the past three years. 
The largest and oldest lesions are on his flanks and the lateral surfaces of his 
hips. Newer lesions are also present on the extremities. In the involved areas 
the skin is obviously thinned and the veins are easily visible through it; but it has 
not lost its elasticity completely. It shows grayish pigmentation. There is no 
surrounding redness or infiltration, and there has been none throughout the course 
of the disease. The lesions develop insidiously, being first evidenced as increased 
pigmentation. They are asymptomatic, and sensibility to touch, pain, heat and 
cold is not impaired. 

He had the usual childhood diseases and, in addition, had diphtheria in childhood. 
He had scarlet fever about one year ago. An appendectomy was periormed in 1936. 

The results of physical examination were otherwise essentially normal. Exam- 
ination of the nose and throat showed no disease. The ulnar nerves were not 
enlarged or nodular. The Kahn reaction of the blood was negative. 

Microscopic sections of involved skin showed thinning and increased pigmenta- 
tion of the epidermis. There was atrophy of the sebaceous and sweat glands. 
The hair follicles appeared normal. The corium showed clumping and fragmenta- 
tion of the collagen, which took the eosin stain deeply. The small amount of 
subcutaneous tissue included in the section appeared normal. 


DISCUSSION 


Dr. H. V. Atitrncton, Oakland, Calif.: I first saw this patient at the time he 
was hospitalized for an attack of acute gastroenteritis. The cutaneous lesions were 
an incidental finding. I have no other diagnosis to offer than idiopathic atrophy. 
From the clinical appearance I thought that the subcutaneous fat would be com- 
pletely lost, but the sections show a bit of normal-looking subcutaneous tissue with 
fat adherent to it. There is no history or present appearance of infiltration or 
erythema around the margins to suggest scleroderma. 

Dr. L. H. Winer, Beverly Hills, Calif. (by invitation): I agree with the diag- 
nosis because the skin shows increase in pigmentation. Microscopically, the epi- 
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dermis is of normal thickness; no atrophy is present. In idiopathic atrophy there 
is atrophy. Here the rete pegs seem normal in their outline, and there is no 
tendency to flattening out, such as one sees in scleroderma. In the papillary bodies 
there are cells full of pigment: chromatophores. The only possibility other than 
early atrophy is a fixed drug eruption. At the time he had the gastroenteritis he 
was probably given a bismuth compound, which became implanted in this particular 
area of skin that we have seen. 

Dr. JAMES W. Bacsy, St. Louis (by invitation): I asked the patient whether 
there had been episodes when the lesions became red and swollen and itched. He 
said there had not, a fact which would be against the diagnosis of a fixed drug 
eruption. 

Dr. F. V. Attincton, Oakland, Calif.: The episode of gastroenteritis occurred 
within the last year, whereas the present cutaneous lesions began appearing over 
three years ago. 


Cutaneous Torulosis in a Patient with Hodgkin’s Disease. Presented by 
Dr. Frances A. Torrey. 

This case was previously presented by Dr. Torrey at the meeting of the San 
Francisco Dermatological Society, April 20, 1945. 

W. RB. H., a white man aged 42, was treated in the University of California 
dermatologic clinic from May until September 1935 for a seborrheic eczema 
involving the scalp, face and body. At that time the eruption was said to have 
been present for twelve years and to have had a variety of treatments by a number 
of dermatologists. 

On March 13, 1945, he was referred to the University of California Visible 
Tumor Clinic by Dr. Oaks, whom he had consulted on March 5 because of an 
ulceration on the back of his neck. The lesion had been present about four months 
and was 2.5 cm. in diameter. Dr. Oaks excised the ulcer together with a wide 
margin of the skin and removed the underlying cervical nodes. The histologic 
examination of the ulcer showed a squamous cell epithelioma. There was no 
evidence of metastasis of the epithelioma into the cervical nodes. However, on 
the basis of the nodes examined a diagnosis of Hodgkin’s disease was made. At 
that time there was a generalized adenopathy with large firm nodes palpable in 
both axillas. Biopsy of one of these nodes confirmed the diagnosis of Hodgkin’s 
disease. Biopsy of tissue from one of the chronic lesions on the skin of the back 
on April 4 showed only chronic inflammation. 

There is a massive formation of verrucae acuminatae over the entire genital 
and anal areas, and verrucae are also present on the dorsa of the hands and arms. 

Examination of the blood on April 12 showed 88 per cent hemoglobin, 4,400,000 
erythrocytes and 22,250 leukocytes with 60 per cent filamentous forms, 29 per cent 
nonfilamentous forms, 4 per cent eosinophils, 2 per cent small lymphocytes and 
5 per cent monocytes. The Kahn reaction of the blood was negative. 

On July 24 the patient returned with a crusted lesion, 1 cm. in size, on the 
midposterior aspect of the neck, clinically suggestive of a basal cell epithelioma. 
A biopsy was performed and the lesion treated by curettage and desiccation. The 
histologic report at that time was “epithelial hyperplasia with secondary infection.” 

On October 11, when the patient was again seen, an epitheliomatous-appearing 
lesion, 2 cm. in size, was present at the same site, and he was referred to the 
surgical clinic for its. excision. In sections of this specimen members of the 
department of pathology discovered numerous small, round, double-contoured bodies, 
morphologically similar to Cryptococcus neoformans (Torula histolytica). Budding 
forms were infrequent. A review of the sections previously obtained (July 24) 
revealed that this specimen also contained numerous identical bodies. Cultures are 
now in process but are not yet ready for reporting. 

Histologic sections were submitted. 


DISCUSSION 


Dr Wittarp M. MEININGER: This case was of interest because of the rarity 
of cutaneous torulosis. 
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The condylomas were unusually extensive. Although verrucae involving mucous 
membranes have responded well to topical application of 25 per cent resin of 
podophyl!um N. F., my colleagues and I have found that the drug has been 
ineffective in the therapy of verrucae on the skin. 

Dr. L. H. Winer, Beverly Hills, Calif. (by invitation): This case reminds me 
of pseudoepitheliomatous hyperplasia (White, C., and Weidman, F. D.: Pseudo- 
Epitheliomatous Hyperplasia at Margins of Cutaneous Ulcers, J. A. M. A. 88:1959 
[June 18] 1927. Montgomery, H., and Holman, J. C.: Proc. Staff Meet. Mayo 
Clin, 13: 465, 1938. Winer, L. H.: Pseudoepitheliomatous Hyperplasia, Arcu. 
Dermat. & Sypu. 42:856 [Nov.] 1940). I did not recognize torulas until they were 
pointed out to me. I did not know what these cells were that I was looking at. 

Clinically, the lesions on the back of the neck did not impress me as carcinoma. 
Microscopically, there was acanthosis of the epidermis but no penetration. There 
were no intraepidermal abscesses, such as one sees in blastomycosis. 

I did not see any sections that one could diagnose as Hodgkin’s disease. My 
opinion is that this disease is torulosis in which there is pseudoepitheliomatous 
hyperplasia. 

Dr. Hiram E. MILLER: We have seen a few patients in San Francisco with 
torular infection of the central nervous system but none with involvement of the 
skin. Wile (Cutaneous Torulosis, Arcu. Dermat. & SypuH. 31:58 [Jan.] 1935) 
reported his observations on a patient with torulosis of the skin. The diagnosis 
was made after death. There are excellent photomicrographs of pathologic material 
but none of the cutaneous lesions. 

Acneform lesions, furunculoid lesions and boardlike plaques are reported as 
being observed in torular infection of the skin. None of these lesions was present 
in this patient, unless the areas on the back of the neck might be considered as 
being furunculoid. 

It is of interest that this man has had Hodgkin’s disease for a number of 
years. Many cases of Hodgkin’s disease have been reported in the literature in 
which tcorulas were observed in the lymph nodes. Organisms which were thought 
to be torulas also were noted in the lymph nodes of this patient when the sections 
were reevamined. : 

Dr Harry J. TEMPLETON, Oakland, Calif.; The histologic picture of Hodgkin’s 
disease can be produced by various etiologic agents. Twenty years ago I treated 
a young woman with classic macular secondary syphilis and large lymph nodes 
in the neck. Two departments of pathology, both surgical and general, made an 
unqualified diagnosis of Hodgkin’s disease on the nodes. Both the eruption and the 
enlargement of the nodes disappeared after antisyphilitic therapy. She recovered 
and is well today, twenty years later, after two competent pathologists agreed on 
the diagnosis of Hodgkin’s disease. 

Dr. Frances A. Torrey: My colleagues and I first saw this patient in 1934 
and not again until one year ago. When he was treated in 1934, the eczematoid 
eruptions failed to respond to the usual treatment. The patient disappeared from 
observation, and the next thing we heard was that surgeons across the Bay had 
operated on him for a squamous cell epithelioma about a year ago. We have not 
seen the sections but were told by the pathologists that it was an epithelioma. 





Book Reviews 


Penicillin: Its Practical Application. Under the general editorship of Prof. 
Sir Alexander Fleming, M.B., B.S., F.R.C.S., F.R.S.; Professor of Bacteri- 
ology in the University of London, St. Mary’s Hospital, London. First edition. 
Cloth. Price $7. Pp. 380, with 59 illustrations. Philadelphia: The Blakiston 
Company, 1946. 


The editor’s purpose in furnishing a general guide to the understanding and use 
of penicillin is well accomplished in this book, which will be found to be a useful 
general reference source. The book is composed of twenty-seven sections, only 
two of which were written by the editor, Sir Alexander Fleming. He wisely had 
the chapter on the clinical use of penicillin and other sections written by specialists 
who were well qualified to discuss the use of penicillin in their fields. Also, Pro- 
fessor Fleming readily admits that future advances and new developments will 
result in reconsideration of the subject. 

So far as the dermatologist is concerned, his special interest and field is briefly 
and rather conservatively covered in the section written by A. C. Roxburgh, physi- 
cian for diseases of the skin, St. Bartholomew’s Hospital, London. When, where 
and in what preparations he has found penicillin useful in cutaneous diseases is 
well discussed and simply presented. 

Other sections contain occasional references to the use of penicillin in diseases 
that are treated by the dermatologist, especially the section on syphilis, written by 
G. L. M. McElligott, director, Department of Venereal Diseases, St. Mary’s Hos- 
pital, London, and part of the section on the use of penicillin in children’s diseases, 
by Donald Paterson, M.D., Physician, Hospital for Sick Children. 

The first one hundred and thirty-four pages of the book are of value because 
they are well written and cover the subject in general, including the “history and 
development of penicillin” and the “bacteriological control of penicillin therapy,” 
by Fleming; also the “chemistry and manufacture of penicillin,” by A. L. Bachrach, 
M.A., and B. A. Hems, Ph.D.; “pharmacology of penicillin,” written by L. P. 
Garrod, M.D., and, finally, “methods of administration,” written by W. Howard 
Hughes, M.D. All these sections bring out interesting and useful points about 
penicillin and give a readily available source of information about such things as 
the technic for estimating the penicillin sensitivity of the infecting organism. 





